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EXECUTIVE SUMMARY 


Existing Health Care System worldwide face 
questionnaire. There is quest for relevance, equity, 
cost-effectiveness and quality in- Health Care 
System. To materialize these needs of the society 
we must develop essential skills in future doctors. 
As the society needs are changing, the doctors of 
tomorrow may not be the doctors of the day after 
tomorrow. So they need appropriate programs of 
basic and continuing medical education for 
adaptation to the current and anticipated needs. 
World bodies now admit, the future health care 
system should be the Family physician-oriented 
at the community level who will be the leader of 
Health care team. There is universal agreement 
that the university medical course and an intern 
year do not prepare the graduates adequately for 
unsupervised general practice. So further training 
is necessary and such training is provided by the 
Family Medicine Programme. Keeping thisin view, 
World Organization of Family Doctors (WONCA) 
has changed their constitution to develop this 
Family Medicine Programme in developing 
countries as a first priority. In this region, the 
Middle East and South Asia Region, this 
programme is poorly developed. Soan International 
Teachers Training Workshop on Family Medicine 
Education was organized at Dhaka on Dec. 1996 
where, a) Training of Family Physicians, 
b) Curricular Plan for Family Medicine, c) Training 
Methods and continuous assessment, 
d) Examination Module-core content and format 
of examination for certification were thoroughly 
discussed and some recommendations were 
inscribed. The proceedings of which were already 
distributed. To follow up that, this Workshop in 
Nepal was planned and organized. 


Delegates from 8 different countries of the region 
namely Bangladesh, India, Kingdom of Soudi 
Arabia (KSA), Pakistan, Srilanka, United Arab 
Emirat (UAE) and the host country Nepal along 
with the WONCA Executives Prof. Wesley E. Fabb, 
Chief Executive Officer, Dr. Alfred Wy hy Onl, 
Treasurer, Prof. Zorayda E. Leopando, Regional 
Vice President, Asia Pacific participated in Nepal 
Workshop 


WORKSHOP OBJECTIVES : 
The theme of this Workshop was the 
implementation of Family Medicine Programme in 
WONCA MESAR with the following objectives : 


1) to encourage interested organizations to develop 
and strengthen Family Medicine Programme in 
respective countries 2) to make understand the 
importance of CME for Family Doctors and to 
implement CME for own colleagues in this region 
3) to develop an appropriate Curriculum and 
Teaching Learning methodologies for Family 
Medicine Training Programme for their respective 
countries. 


WORKSHOP PLANNING 


The Inaugural ceremony was presided by Dr. 
Laxmi Narayan Prasad, the eldest General 
Practitioner in Nepal and the Chief Guest was His 
Excellency Mr. Bipin Koirala, Honourable Minister 
of Health, Govt. of Nepal. At first Welcome speech 
was given by Prof. S K Gupta, Chairman of the 
Host Organizing Committee. Then Introductory 
speech was delivered by Dr. M. Nurul Islam, RVP 
MESAR WONCA, who introduced the aims and 
objectives along with the Workshop Plan & 
Programmes to the audience that was followed by 
key note speech by Prof. Wesley E Fabb. Inaugural 
session was followed by Plenary and Workshop 
sessions in order. . There were total 3 Plenary 
sessions and 3 Workshop sessions in 3 days 
programme: Each _ session was chaired by 2 
Chairman and 1 Moderator. In Plenary session 
participants from various countries expressed their 
valuable experiences in existing programme on 
Family Medicine in their respective countries. In 
Workshop session, in open forum, participants of 
different countries talked over a specific topics 
which was followed by Group Discussion. There 
were 3 Groups (A,B & C) under 3 Group Leaders & 
3 Rapporteurs. After discussions each Group 
reported their recommendations to the Chairman 
of the sessions. A synthesis was compiled from 
the recommendations & comments from the 
distinguished participants in each session. 


On the 1st day, 12.2.98- in Plenary session the 
topics discussed- ‘Experiences and Lessons learnt 
on Family Medicine’ in Singapore, Nepal, Srilanka, 
Middle East Countries KSA Asia Pacific region & 
India were presented by representatives of the 
respective countries. On the same day evening in 
Workshop session-I the topics was ‘Policy 
Implementation in Family Medicine Training in 
MESAR’. Here 4 papers were presented in Open 
Forum and Group Discussions followed. 
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Group-A was given the topic ‘Govt. Policy On The 
Role of Family Physicians in the National Health 
Care System’. In Group-B the topic was ‘Post 
Graduate Education in General Practice at the 
University level’ and in Group-C the topic was 
‘Incorporating Family Medicine in existing 
Undergraduate Curriculum’. After Group 
Discussions each Group submitted their valued 
recommendations to the Chairman of the session. 


On the 2nd Day 13.2.98 in both the Plenary and 
Workshop session the topic was ‘CME in Family 
Medicine’. In Plenary session, the papers on ‘Core 
Curriculum of CME in MESAR’, ‘Accreditation of 
CME’ and ‘Access to information for CME’ were 
presented and discussed. In Workshop session, 3 
papers were presented in Open Forum on ‘CME 
programme in Bangladesh, India & Nepal’, followed 
by the Group Discussions. Group-A Topic was 
‘Distance Learning’, Group-B Topic was ‘Core 
Curriculum of CME in MESAR and Group-C had 
the topic ‘Accreditation of CME in MESAR’. These 
were discussed in Groups and_ the 
Recommendations were recorded and submitted 
to the Chairman of the Session by the respective 
Group Leaders. 


On the 3rd Day 14.2.98 in Plenary Session the 
topic was ‘Clinical Teaching in Family Medicine’, 
which was presented by two speakers. It was 
followed by Workshop session III. The topic of the 
Workshop session was ‘Clinical Teaching 
Methodology’. 4 (four) papers were presented in 
Open Forum after which Group Discussions 
followed. After discussion, the recommendations 
were submitted to the chairman of the session. 


After the Workshop session III Closing Ceremony 
followed. 


After thorough discussions, deliberations, 
exchange of views, experiences plus suggestions 
and keeping in mind the problems prevailing in 
the countries of the region, the following 
recommendations have come out with the. good 
hope of circulating to relevant authority for the 
implementation in the respective countries. The 
recommendations of the Nepal Workshop were 
read out in presence of all the participants. 


Recommendations : 


1. Family Medicine shouldbe an integral part of 
Health Policy in the National Health Care 
System of all the MESAR countries. 


- 
- 


2. Postgraduate Teaching Programme in Family 
Medicine should be started in all MESAR 
countries specially in new Medical Colleges 
and WONCA should support it through WHO 
and it’s member organizations 


3. For Undergraduate Teaching Progamme in 

Family Medicine, Family Physicians must | 
collaborate with Dept. of Community 
Medicine. 


4. CME for Family Physicians must be an 
integral part of all Colleges, Academics and 
Dept. of General Practice/Family Medicine. 


5. Strong linkage / Network should be 
established for CME for Family Physicians in 
MESAR 


6. Accreditation of CME must be established in 
all countries of MESAR 


7. Research Project must be made as a Core 
Content of all Postgraduate Programmes in 
General Practice/Family Medicine. 


Finaly I like to express my warmest thanks to 
WONCA Executive Committee for financial, 
technical & expertise support. My heartfelt thanks 
to Prof. Goh Lee Gan (Singapore), Dr. Alfred W. T. 
Loh (Singapore), Prof. S. K. Gupta (Nepal), who 
were the active partners of planning, processing 
and implementing the Nepal Workshop. Many 
thanks to Dr. Zorayda E. Leopando, RVP Asia 
Pacific & Prof. Wesely E Fabb, CEO WONCA who 
always encouraged me by giving moral support. 
My cordial thanks to the distinguished 
participants, like Bangladesh National Professor 
N. Islam, Dr. Zafrullah Chowdhury, Dr. Shahida 
Rahman and her Group Members, Dr. Collin 
Bullough, ODA Bangladesh, Prof. Greg Papworth 
(UAE), Prof. Bengt M. W. Linder (Oman). Prof. 
Adnan A. Albar (KSA), Dr. B. Desmond J. S. 
Fernandos (Srilanka), Prof. Leela De A 
Karunaratne (Srilanka), Dr. S.K. Bansal (India), 
Dr. S.K. Mohan (India), Dr. Thomas Sen Bhanu 
(India), Prof. Riaz Qureshi (Pakistan), Dr. M. 
Tariq Aziz (Pakistan) with his group, Dr. Jay 
Wickram Rajah, WHO consultant in Nepal, Dr. 
Laxmi Narayan Prosad (Nepal), Dr. Pratap 
Narayan Parsad with his team (Nepal) and others 
from home and abroad for their kind participation 
and whole hearted cooperation to make the 
workshop lively and enjoyable. Their contributions 
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to discussion, moderation and synthesis helped us 
to a great extent to come to Workshop 
Recommendations. 


It will be my honourable duty to express my 
heartfelt felicitation to HIS EXCELLENCY MR. 


BIPIN KOIRALA, the Honourable Minister of 


Health, Govt. of Nepal to kindly grace the Inaugural 
Session inspite of his busy schedule. Also I 
remember with gratitude and honour the 
hospitality and cooperation extended by His 
Excellency MR. MOHIUDDIN AHAMED, 
Ambassador of Bangladesh in Nepal. 


Thanks a lot to the General Practitioners 
Associations of Nepal (GPAN) and Dept. of General 
Practice and Emergency, Institute of Medicine, 
Kathmandu, Nepal along with the Host Organizing 
Committee for their hospitality & untiring efforts 
and support by man and material to make the 
Workshop a success. 


Special thanks for Dr. S. K. Gupta to act as Co- 
ordinator and establishing liaison between the 


Host Organizing Committee and WONCA Regional 
Office by sacrificing his time and leisure. 


I am indebted to Bangladesh National Prof. (Dr.) 
N. Islam & Dr. Zafrullah Chowdhury who 
encouraged me and helped me to plan and 
materialize the Workshop by their participation 
despite their busy schedule in the country. Here I 
fall in temptation to quote and uttering of Prof. N. 
Islam- ‘Nepalis acountry of Mountains & Temples. 
Mountains indicate obstacle when Temple gives 
strength & confidence to conquer’. 


Thanks to Co-ordinatior Dr. B. B. Barua, Office 
Assistant Ms Tahamina Akter (Beli) for their 
support & participation in the Workshop and 
keeping the records in order. My cordial and 
heartiest thanks to Dr. T. I. M. Nurunnabi whose 
help make it possible to publish this proceedings. 


Dr. M. Nurul Islam 
Regional Vice President 
Middle East & South Asia Region, WONCA 
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ARRIVAL OF CHIEF GUEST THE 
HONOURABLE MINISTER FOR HEALTH 
Mr. Bipin Koirala. 


Presentation of Badge & Programme to 
the Chief Guest and other Guests by 
Dr. Urmila Bharati. 


Garlanding of the photographs of THEIR 
MAJESTIES THE KING AND THE QUEEN 
by the Chief Guest. 


Welcome address by Prof. (Dr.) S. K. Gupta 


Introduction of the Workshop by RVP-MESAR, 
Dr. M. Nurul Islam 


Inauguration of the Conference by the 
Honourable Minister for Health 
Mr. Bipin Koirala. 


Address by the National Professor of 
Bangladesh Prof. Nurul Islam 


Address by the Chief Executive Officer, 
WONCA, Prof. Wesly E Fabb 


Address by the Treasurer, WONCA 
Dr. Alfred W. T. Loh 


Inaugural speech by the Honourable Minister 
for Health Mr. Bipin Koirala 


Address by the chairperson 
Dr. Laxmi Narayan Prasad 


Vote of thanks by the Organizing Secretary 
Dr. Pratap N. Prasad 


Master of Ceremony- Suparna Basu 
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WELCOME ADDRESS 


Mr. Chairman, 
Chief Guest Hon. Minister for Health 


Chief Executive Officer of WONCA 
Hony. Treasurer of WONCA 
National Prof. of Bangladesh 


Regional Vice President of WONCA 
Middle East and South Asia Region 


Regional Vice President of WONCA 
Asia Pacific Region 


Ambassador of Bangladesh 


Distinguished Delegates from Different 
countries And all our honoured guests 


GOOD MORNING & HEARTY WELCOME to the 
Inaugural Ceremony of the Workshop on the 
implementation of Family Medicine Programme 
in Middle East & South Asia Region (MESAR). 
Most of you must be knowing that Nepalis the first 
country in this part of the world to start the 
University based 3 years full time postgraduate 
programme in General Practice (Family Medicine) 
in 1982. MD (GP) is the first post graduate 
programme started in the medical field in Nepal. 
Tribhuvan University, Institute of Medicine was 
the only medical institution in Nepal at that time. 
I take this opportunity to thank all those persons 
who dared to start this programme with several 
constraints. I am pleased to see most of those 
people present in this august gathering. As is the 
case elsewhere in the world, in Nepal too, this 
programme has gone through several ups and 
downs in the course of last 15 years. Due to the 
good wishes of friends and colleagues and support 
and cooperation from HMG Nepal and sincerity 
and commitment from the Institute of Medicine 
and University authorities we have come a long 
way. At present, the programme has become one of 
the most popular among our medical graduates 
and the most sought after medical speciality by 
the INGO and NGO working in the health sector 
of Nepal. Most of the graduates of this programme 
(31 so far) have been working in various district 
hospitals of this country. That does not mean that 
our graduates are good for only rural areas. Even 
in Kathmandu, in all the major hospitals, 


His Excellency Mr. Bipin Koirala 
Prof. Wesly Fabb 

Dr. Alfred W. T. Loh 

Prof. Nurul Islam 

Dr. M. Nurul Islam 


Dr. Zorayada E Leopando 


His Excellency Mr. Mohiuddin Ahmed 


Emergency (where most of the medical profession 
don’t wish to work due to several reasons) is being 
taken care of by our graduates. 


The newly established medical institutions like 
BPKIHS and Nepal Medical College has also given 
due importance to our speciality by establishing 
the Dept. of General Practice. My sincere thanks 
to the authorities of both these institutions. 


In the course of this progress, 1997 was a land 
mark, when General Practitioners’ Association of 
Nepal (GPAN) became the full member of WONCA 
which is the ‘abbreviated form of World 
Organization of National Colleges and Academies 
of General Practitioners/Family Physicians. In 
short we call it World Organization of Family 
Doctors. 


With support from WONCA Headquarter and 
personal initiative of our Regional Vice President 
Dr. M. Nurul Islam of Bangladesh, today we are 
here to discuss various issues regarding 
implementation of the Family Medicine 
Programme in the Middle East and South Asia 
Region and recommend to the concerned 
authorities for its timely implementation. 


BeforeI conclude, once more! would like to welcome 
you all in the country of mountains and the city of 
temples and wish you all a very pleasant stay and 
fruitful period in our capital city of Kathmandu. 


THANK YOU ALL AND NAMASTE. 
PROF. S K GUPTA 
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Key-note speech on 


CONCEPTS AND FUTURE PERSPECTIVES 


IN FAMILY MEDICINE 
Prof. W. E Fabb * 


As is the case in all disciplines, there are some 
underpinning concepts which characterize the 
discipline of family medicine. 


Family medicine is the name of the medical 
discipline, the practice of which is known variously 
as general practice, family practice, oreven primary 
care, although the latter term is often applied to a 
wide range of health workers, some of whom are 
not medically trained. The term I prefer to describe 
the practice of the discipline is ‘general family 
practice’, as that term encapsulates two of the 
essential elements of this form of practice-the 
general and varied nature of the problems 
encountered, and the emphasis that is placed on 
the family in providing health care. The terms 
general practitioner and family physician can be 
used interchangeably, although I prefer the latter. 


Concepts underpinning family medicine 
What characterizes the discipline of family 
medicine and its application in general family 
practice is its approach to care, rather than the 
conditions encountered. This approach, which 
embodies the central concepts of family medicine, 
has several essential qualities or attributes. 


Essential attributes of general family 
practice 

Doctors in general family practice : 

* 


Take an approach to health care which puts 
into practice the principles of systems 
theory, which expresses the inter- 
relatedness of biological, psychological, 
family, occupational, social, economic, 


community and environmental factors in 
health and illness. 


Exhibit clinical competence over a wide 


range of patient problems and provide 
comprehensive care. 


* Take a person centered approach which 
builds up a trusting doctor-patient 
relationship. 


* Provide this personal care in the context of 
home, workplace and community. 


* Provide continuity of care over long periods. 


* Have an orientation to the family and the 
home, and its influence on health and illness. 


* Have an awareness of the workplace and 
the community, and the health issues there. 


Maintain a consistent focus on anticipatory 
care, prevention and health promotion at 
a personal, family and community level. 


* Care for a defined practice population 


*  Haveknowledge ofthe health care resources 
of the community 


* Arrangeappropriate referral to other health 
resources, and shared care where appropriate. 


* Provide cost-effective and efficient health 
care in a community setting 


Undertake quality assessment of their 
practice and continuing education to remedy 
deficiencies 


* Carry out research into the fundamentals of 
family medicine. 


These attributes encapsulate the dominant 
unchanging values of general family practice. 


Let us now examine each of these attributes in 
detail. 


An approach to health care which puts into 
practice the principles of systems theory, 
which expresses the inter-relatedness of 
biological, psychological, family, occupa- 
tional, social, economic, community and 
environmental factors in health and illness. 


LL ————=E=E—ee— 
* Chief Executive Officer of WONCA, Department of Community Medicine and General Practice Monash University, Melbourne 
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Family medicine is an integrative discipline. 
Howard Stein captured this concept when he said: 
“Our legitimacy lies not in the ownership of disease 
entities or social units, but in the world-view of 
inter-relatedness which we bring to medicine. 
Family medicine is a discipline which transcends 
specialties as it integrates them into a new whole. 
"We need to replace the contemporary world-view 
of medicine, whichis both reductionist and dualist, 
with an integrated world-view based on systems 
theory. 


Systems theory takes the view that nature consists 
of a myriad of interlocking systems each of which 
has an influence on all the others. The human 
organism comprises many systems, from those at 
a molecular, genetic and cellular level, to organ 
and multi-organ systems such as the cardiovascular 
system, to the whole person, which exists in a 
family and social system, and is subject to the 
influences of the physical environment, which 
itself is a system. The theory states that a change 
in one system produces change in the others, even 
although they might be remotely related. 


As family doctors we know only too well how 
change in one part of the body produces changes 
in other parts. We know the influence of the mind 
over the body. We know that Descartes was wrong 
when he said that mind and body were separate. 
We use our understanding of systems theory, 
often intuitively, to analyze and solve patients’ 
problems. In doing so, we are like expert jugglers 
keeping many balls in the air until we ascertain 
the nature of the problem. : 


The family doctor has to be able at the same time 
to understand the intricacies of the patient's genetic 
makeup, the cellular and molecular derangement 
which is causing illness, the system or body part 
affected, the effect on the patient, both physical 
and psychological, and the effect on the family, 
workplace and community Metaphorically 
speaking, he uses a zoom lens to view each aspect, 
using telephoto to get up close, and wide angle to 
see the whole person, the family and the 
community. 


Although systems theory is not generally featured 
prominently among the central concepts of family 
medicine, it is one of the most important of all, and 
needs to be overtly recognized as such. 


Clinical competence over a wide range of 
patient problems in providing compre- 
hensive care. 


Family doctors are generalists. Any type of illness 
or problem may present and they need to be able 
to give the right advice. In 95% of cases they will 
manage the problem themselves, in the others 
additional health resources will be needed. In 
emergencies, their job is rapid stabilization of the 
patient before urgent removal to hospital; in less 
urgent cases, some preliminary treatment will be 
given before referral. Whatever the situation, the 
doctor must reach a decision about what the 
problem is and what to do about it. 


So comprehensive general training is necessary to 
provide this comprehensive care. Family doctors 
cannot be expected to be expert in every field. That 
is impossible for any doctor. But they should have 
a working knowledge of all aspects of medicine so 
they can give wise advice. They need clinical 
competence over a wide range of patient problems. 


Medicine suffers today through over-specialization. 
What is needed is a return to a well-trained cadre 
of generalists to balance the specialists and 
subspecialists. Itis family doctors who must become 
the new generalists. 


A person centered approach which builds 
up a trusting doctor-patient relationship 


The doctor-patient relationship is central to family 
medicine. Without it, it is impossible to practise 
proper family medicine. The better the quality of 
the doctor-patient relationship the more effective 
the doctor will be, both diagnostically and 
therapeutically. Patients will tell a doctor they 
trust things they will not reveal to those they 
don't. Trust also brings better compliance with 
therapy and better outcomes. 


Good doctor-patient relationships are built up 
through placing the patient "center-stage” 
emphasizing "the primacy of the patient’, two of 
Ian McWhinney's most telling phrases. 


People want a family doctor "who specializes in 
them", who will give them time, who will listen to 
them, who will really understand them and their 
problems, and will show respect for them and their 
situation. This is therapeutic. Balint coined the 
phrase "the drug doctor" to emphasize this. We 
have no more important therapeutic agent than 
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ourselves. We use the placebo effect to our 
advantage, as we know a confident, optimistic and 
supportive doctor who uses soothing words, has 
great healing powers. We know too that poorly 
chosen words can be as sharp as a surgeons 
scalpel and can wound as deeply. The good family 
doctor does not alarm with careless words, does 
not place doubts in the patient's mind, does not 
ease his own anxiety by transferring it to the 


patient. 


The doctor-patient relationship is one of family 
medicine's most valuable assets. We need always 
to give it the value it deserves. 


Personal care in the context of home, 
workplace and community 


Since family doctors use systems theory to 
understand the problems they encounter, it follows 
that the context in which illness takes place is 
essential information for them. All ofus understand 
the enormous influence of our family of origin and 
our contemporary family situation on the health 
andillness of family members. The other important 
context is the workplace where much illness is 
generated or aggravated. 


The community is another context which influences 
health. Its epidemiology, social customs and beliefs, 
andits health care resources and contextual aspects 
which the family doctor uses every day in patient 
care. 


So family doctors need to learn about, and remain 
continually aware of context, and aspect which 
sadly is not emphasized in most medical curricula. 


Continuity of care over long periods 


Continuity of care is a quintessential element of 
family medicine. It is highly valued by patients 
and doctors alike. It is an important factor in 
building a trusting doctor-patient relationship. 


We all know getting to know the patient, and the 
patient getting to know us is important 
diagnostically and therapeutically. Continuity of 
care enables this to happen. Patients need a 
doctor who knows their name. 


Longitudinal care enables the doctor to build upa 
moving picture of people and their families. The 
evolving pattern of illness can be seen, as can the 
effects of it on the patient and the family. So to 
return to our metaphor, the family doctor takes a 


movie using his zoom lens to gain multiple 
perspectives. 


Continuity of care is something we alone provide, 
as most specialist care is, by its very nature, 
episodic and intermittent. 


An orientation to the family and the home, 
and its influence on health and illness. 


Family medicine is the name of the discipline 
because the family is central to understanding 
illness inits members. Huygen in his extraordinary 
study over 20 years of Dutch families in his practice, 
demonstrated the profound influence of family, 
genetically, behaviourally and socially.’ We have 
all had similar experiences. In so many cases 
understanding the illness requires understanding 
the family, as individual illness affects the family 
and the family affects individuals. Often the 
support of the family is needed therapeutically; 
sometimes the family obstructs recovery. 


Tolstoy said that happy families are much the 
same, but unhappy families are unhappy in their 
own peculiar way. Family doctors know this and 
use this insight in the care of families and their 
members. 


Family is a central value in family medicine. 


An awareness of the workplace and the 
community, and the health issues there. 


The workplace for many is like an extended family, 
and has same sort of influence as does the family. 


The community influences all its members. Its 
attitude toillness, especially socially unacceptable 
diseases, has a significant effect on the affected 
individuals; HIV/AIDS is a classic contemporary 
example. The prevalence of communicable disease 
in the community affects the individuals in it. 
Where tuberculosis, hepatitis and malaria are 
prevalent, the family doctor can expect to see those 
conditions in many of his patients. Knowledge of 
community epidemiology is therefore essential. 


A consistent focus on anticipatory care, 
prevention and health promotion at a 
personal, family and community level. 


We all believe the old adage "Prevention is better 
than cure" Even in Greek mythology there were 
the two sides of medicine epitomized by the two 
daughters of Aesculapius, Panacea, the goddess of 
healing, and Hygeia, the goddess of health. 
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There is now major emphasis in general family 
practice on anticipatory care, prevention and health 
promotion. This activity is supported by increasing 
evidence of the importance of diet, dietary 
supplements and lifestyle in the prevention of a 
wide variety of diseases. Part of every consultation 
should be preventive care and, where the 
opportunity presents, health promotion. 


Family doctors provide anticipatory care and 
prevention through primary prevention such as 
immunization, secondary prevention, for example 
cervical cytology, and tertiary prevention, avoiding 
complications and iatrogenic illness in chronic 
conditions suchas hypertension, diabetes mellitus, 
arthritis and chronic respiratory disease. 


Prevention extends to the family, where there are 
many opportunities to avoid or minimize illness 
any dysfunction, and to the community, especially 
in rural settings. 


Health promotion focuses mainly on health 
lifestyles. 


As awareness increases of medicine's inability to 
cure most of the chronic ills of mankind, the 
importance of prevention is being highlighted, and 
is becoming an increasingly important part of the 
family doctor's work. 


Prevention is a highly valued aspect of family 
medicine. 


Caring for a defined practice population. 

It has become clear in recent years that family 
doctors should encompass the care of a defined 
practice population. This was the case years ago, 
and still is the case in rural practice, but with the 
advent of large cities the concept of a defined 
practice population faded. Now, especially in 
countries which operate a patient list system, the 
concept is returning. It gives family doctors the 
opportunity to monitor the health of the populations 
they serve, andtake anticipatory action toimprove 
it. This community-minoebuss has always been a 
feature of rural practice and needs,to be a feature 
of all practices. 


Knowledge of the health care resources of 
the community. 


Implicit in the notion of caring for a defined 
population is the concept of knowing about the 


community's health care resources. This is 
important knowledge, valued by family doctors 
who recognize that this knowledge is essential if 
their patients are to gain maximum benefit from 
these resources. 


Appropriate referral to other health 


resources, and arranging shared care where 
appropriate. 


Given an understanding of the community's health 
care resources, family doctors are able to refer 
patients when necessary to other health personnel, 
and in the case of chronic illness, share care with 
the relevant specialists. This is a contemporary 
trend, prompted by the overloading of specialist 
clinics. Family doctors are able to provide care for 
most chronic illness, provided they can refer their 
patients for specialist care without delay when 
emergencies or complications occur, or when 
routine specialized surveillance is needed. 


Cost-effective and efficient health care in a 
community setting. 


The approach general family practice takes to 
health care has been shown by several researchers 
to produce high levels of patient satisfaction and 
good health outcomes, as well as cost effective 
care. 


A study by Starfield, published in 1994, showed 
that: "At least among western industrialized 
nations, a primary care orientation of a country's 
health care system is associated with lower costs 
of care, higher satisfaction of the population with 
its health care services, better health levels, and 


lower medication use "” 


In an analysis of 50 US states in the early nineties, 
Shi showed a consistent relationship between the 
availability of primary care physicians and health 
levels.3 This study confirmed the findings of a 
similar study by Farmer et al, published in 1991, 
which showed the ratio of primary care physicians 
to population to be the only consistent predictor of 
age-specific mortality rates. F 

In a study published in 1993, Welch et al showed 
that expenditure on elderly care in the US was 
lower in areas of the country with high ratios of 
primary care physicians to population.° 

In the WHO / WONCA Working Paper Making 
Medical Practice and Education More Relevant to 
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People's Needs: the Contribution of the Family 
Doctor, published by the World | Health 
Organization and WONCA in 1995, there is further 
evidence cited to support the cost effectiveness of 


family doctors and their central role in health care 


systems.° 


Health costs a concern of all governments 
The prime concern of governments all around the 
world is to control the continually rising cost of 
health care, while at the same time meeting the 
health care needs of the people. All governments 
want to provide high quality health care, but at a 
cost the government and the people can afford. 
The issue of cost effectiveness is therefore very 
important to them. 


This is why governments in highly developed, 
urbanized countries such as the United Kingdom, 
Canada and Australia have adopted family 
medicine/general practice as the centerpiece of 
their health care system. Once governments are 
convinced that a health care system based on 
primary health care provided by well trained family 
doctors is the most cost effective system, and that 
it delivers the best health outcomes, they will be 
prepared to invest funds in training these doctors, 
delivers the best health outcomes, they will be 
prepared to invest funds in training these doctors. 


Quality assessment of their practice and 
continuing education toremedy deficiencies. 


There is now heavy emphasis on quality assurance 
in medical practice. The profession and the public 
demand that doctors monitor the standard of the 
care they provide, compare it with a gold standard, 
and where deficiencies are revealed, take remedial 
action. Continuing medical education is one of 


those actions, and all doctors need to be regularly 
involved in it. 


Research into the fundamentals of family 
medicine. 


Research in general family practice has been 
limited in the past, but in recent years has 
blossomed, Family doctors have a rich research 
laboratory all around them-their practice 
population. Apart from epidemiologists, they are 
virtually the only ones who can do community- 
based research. 


They should not try to mimic the research of their 
specialist colleagues, but rather should focus on 
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answering questions they are best placed to answer, 
focusing especially the fundamentals of family 
medicine, such as the doctor-patient relationship, 
the value of continuity of care, and the cost 
effectiveness of their practice. 


Values in family medicine 

It can be seen that the concepts described are 
central to the proper practice of family medicine 
and constitute the values which hold family 
medicine and family doctors together. Although 
not exclusive to family medicine, together they 
form a unique set of attributes which characterize 
family medicine and its practice in the community. 


Future perspectives in family medicine 
Looking to the future, I want to make just four 
points: 


1. Family medicine is becoming the centrepiece 


of health care systems around the world. 


To be effective, family doctors need certain 
values and attitudes, and a wide range of 
skills and knowledge. 


Comprehensive education and training are 
needed to produce effective and efficient family 
doctors. 


Governments, through support and funding, 
are the key to success in the advancement of 
family medicine 


Family medicine is poised to become the centerpiece 
of health care systems all around the world. 


It is already being adopted in many countries. In 
some countries it is well established, such as the 
United Kingdom, Australia, Canada, Western 
European countries and some countries in Asia, 
such as Singapore, Malaysia, Hong Kong and 
Taiwan. In some countries it is beginning, such as 
China, Thailan, Japan and Eastern European 
countries. 


Why is family medicine now so popular ? 

It is popular with governments because it is the 
most cost-effective form of health care. It provides 
the best value for the health care dollar. 
Governments and health insurers are turning to 
family medicine to help them contain costs. 


It is popular with patients because it provides 
effective, efficient and humane health care, with 
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emphasis on preventive care. People want health 
care they can trust and rely upon, close to where 
they live or work. They want their doctor to take a 
personal interest in them, and their family. They 
want their doctor to help them to stay healthy. 
Family medicine is able to deliver this to them. 


How can family doctors provide these services 
2 


They need to have a well equipped practice 
environment, accessible to the public. They need 
to give enough time to each patient to understand 
and resolve health care problems. They need to be 
properly rewarded for their services. 


How are family doctors prepared ? 

To produce family doctors who can provide 
competent, personal and humane care to people 
and families, there must be exposure to community 
based practice during undergraduate education, 
and comprehensive postgraduate training of 
recently-graduated doctors, or re-training of 
established doctors. 


Thorough education and training are the key to 
excellence in family medicine. 


How can this education and training be 

provided ? 

* Universities and Colleges of General 
Practitioners must prepare and deliver 
relevant curricula. 


Governments must give priority to funding 
education and training. 


Governments must support the practice of 
family medicine in the community 


Substantial funding is required to establish 
undergraduate education and postgraduate 
training programmes in family medicine and 
generally it is only governments which have the 
level of funds needed. 


So animportant initial task for Colleges of General 
Practitioners/Family Physicians in the Region is 
to obtain the support of government, both national 
and local. } 


Professional support also essential 


Governments are more likely to be supportive if 
the medical profession as a whole supports family 
medicine education and training. Eliciting 
professional support may be difficult in this Region 
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where specialists have played such a prominent 
role for so many years. But the profession's support 
is crucial. 


At the same time, it is necessary to generate 
support from university departments in medical 
schools who provide undergraduate education 


and university hospitals who provide postgraduate 
training. 


To reiterate, my advice to you is firstly to convince 
government departments of the value of primary 
health care provided by well trained family doctors, 
and then press them for adequate funds for 
education and training. Government support and 
funding are necessary prerequisites for success, as 
is support from universities, hospitals and the 
profession generally, especially those in community 
practice. Help them to embrace the values of 
family medicine. 


Implementing family medicine education and 
training in the Region 


From all that has been said, it can be seen that 
there are several essential steps in the process of 
implementing family medicine education and 
training in the Region. 


+ Solicit the support of governments, national 
and local, and obtain the necessary funding for 
undergraduate education and postgraduate 
training programmes in family medicine. 


Press for the establishment of university 

departments of family medicine in all medical 

schools, and the development of postgraduate 
training programmes. 

* Solicit support from universities and those 
who teach in disciplines relevant to family 
medicine. 

* Generate support in the profession generally, 

and specifically among those who practise 1n 

community settings. 

Solicit support from hospitals, and from 

hospital chiefs working in disciplines relevant 

to family medicine. 

* Develop a curriculum in family medicine, 
building on the experience of others. 

* Accumulate resources for teaching, learning, 

quality improvement and research 


Ifthis process is carried out effectively, competent, 
cost effective family doctors, trained to meet the 
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needs of the people at an affordable cost, will flow 
into the community. The combination of 
competency and cost effectiveness make such 
doctors essential in every health care system. 


The task ahead 

The task ahead in the Region is demanding yet 
exciting. So much needs to be done and there are 
so few to doit. Yet with the support of government, 
the profession, the universities and the hospitals, 
thetask can be accomplished, and the time required 
will be much less than was needed in those early 
days when the discipline of family medicine was in 
its infancy. 


You can build quickly on all that others have done. 
In ten years you will look back amazed at what you 
have achieved. 
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FAMILY PHYSICIAN, FAMILY HEALTH & MEDICARE 


Prof. (Dr.) N. Islam,” FCPS, FRCP, FRCPE, FCGP, FAS 


INTRODUCTION : 

The phenomenal progress and development in 
medical science during this century has taken us 
from the macro to the molecular level and even 
further. Many diseases are now under control. 
Advances in all branches of medicine have opened 
up opportunities for enjoyment of long life and 
better health. Nevertheless some problems still 
remain and it is unlikely that we shall ever be able 
to solve all. 


NEWER PROBLEMS : 

As we conquer old disease new ones appear or 
some old ones reappear. AIDS and resurgence of 
tuberculosis, drug resistant malaria and STDs are 
but few examples. 


The growing population is one of the greatest 
threats to the developing world with fragile 
economy, limited technical and health manpower 
and other physical facilities. Health statistics of 
any countries in the region would clearly reflect 
the wide gap between the needs and resources. 


In countries where the population is vastly rural, 
limited health manpower is concentrated in the 
urban areas. Besides, the available hospital beds 
are far too few and can never be sufficient to 
accommodate even the most deserving patients. 


A group of doctors have therefore emerged of 
necessity. They practise medicine independent of 
government service and are known as private 
practitioners and more popularly as General 
Practitioners. The terminology is now changed 
and they are called more appropriately Family 
Physicians. I would now try to define a family 
despite its complex nature today. 


FAMILY : DEFINITION. 

In our context family means parents, wife and 
children, brothers and sisters who live together, 
have blood relation or are connected by marriage. 
In some cases uncles and aunts, grand-parents 
and grand-children are also included in our family. 


In the western world the family bond is weakening 
fast. The definition therefore needsa modification. 


Living together with or without marriage and a 
group of people having common culture by birth or 
adaptation with or without blood relation may be 
defined as a family. 


The Family Physicians may be defined as 
physicians looking after the family which 
constitutes the smallest unit of acommunity which 


in turn forms a society and the society merges with 
the nation. 


PRIMARY HEALTH CARE: 


The Alma-Ata Declaration of Health For All and 
Primary Health Care have revolutionalised our 
concept of health care. 


Primary Health Careis morethan primary medical 
care which has been in use for a longer period of 
time. Primary medical care denotes only a level of 
the health care delivery system. Primary health 
care is a complex multifaceted approach. This 
emphasizes on solving problems at the primary 
medical care level which is only one component 
along with prevention and alleviation of health 
problems through non-medical interventions. Both 
secondary and tertiary care should also be available 
within a primary health care system on referral 
from the primary care level. 


PHC should not mean "poor care for poor people’, 
it means the most efficient and most efficient and 
most equitable use of limited resources for the 
benefit of the entire society. 


PHC approach addresses the health needs of the 
entire population. Moreover, it implies activities 
far beyond the limited scope of medical services. 
For example, it includes education, nutrition, 
sanitation and water supply and overall community 
development. 


We have gained experience in the application of 
primary health care approach as a means of 
achieving health for all during the past decades. 
Despite formidable obstacles we now realise that 
HEALTH FOR ALL NEEDS ALL FOR HEALTH. 


* National Professor & Founder-President, University of Science & Technology, Chittagong (USTC), Bangladesh 
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FAMILY MEDICINE : | 
Family Medicine may be defined as a body of 
knowledge about the problems encountered by 
family physicians. 

Without family physician the problems ina family 
cannot be detected. Without detection you cannot 
solve a problem. Without solving the problem you 
cannot offer health. 


Family Physicians must therfore constitute an 
integral component of health care in a family. 
They cannot be kept away from the health team 
either by Government or NGO. Hither they have 
been considered as an isolated independent entity. 
For an effective health care programme they must 
have the opportunity to share the responsibility or 
else there shall remain a gap which is bound to 
weaken the foundation of the health care system. 


RESPONSIBILITY OF A FAMILY 
PHYSICIAN : 

The Family Physicians are committed to persons 
rather than diseases. He does not look at the 
disease as a single entity independent of other 
factors. He has to see the persons and their 
problems of which disease is but one. While treating 
a disease therefore he has to play the role of a 
resource manager which will prompt him to 
rationalise investigation, treatment and referral 
to specialists. Itis most unfortunate and unethical 
to overburden the already burdened family with 
too many investigations and too expensive medicine 
even where clinical judgment is enough and 
inexpensive medicines are available to treat a 
disease. It is no less painful that many physicians 
today are influenced by expensive laboratories for 
investigations and greedy manufacturers of useless 
drugs. Unnecessary investigations and luxury 
medicines are examples of cruelties in medicine 
which add to the misery of our unfortunate victims. 


The love and respect a Family Physician commands 
are his greatest asset in guiding and solving many 
problems in the family whatever be the nature 


from education to environment or from birth to 
burial. 


HOME VS HOSPITAL CARE : 

There should be no doubt that it will never be 
possible nor justifiable to offer hospital care for all 
patients. Home treatment in the face of 
development of modern medicine is neither an 
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obligation or a luxury. It must be taken as 
something rational and desirable. Unless there is 
strong need for special attention in hospital and if 
the diseases are manageable at home the patients 
can enjoy several advantages viz a familial 
environment, help from family members, economy 
and psychological satisfactions for not being away 
from family. 


A Family Physician had a major role for home visit 
even in the western world about fifty years ago. 
This is now becoming less frequent with the 
improvement of transport facilities which has made 
it easier for the people to come to the office. In the 
developing world however the situation is different. 
Acute illness is also more frequent in the crowded 
environment at home. The _ available 
accommodation in hospital is far too limited for 
such a huge demand. Home care is therefore 
obligatory. 


Home care is a team work in which Family 
Physician is the leader. It is something more than 
home visit. Rather than high level technology 
most patients managed at home require 
conventional medical care. 


Several categories for home care have been 
identified some of which are : 


i. Patients discharged from hospital e.g. after 
cardiac infarction. 


Chronic respiratory infections including 
tuberculosis 


Cancer chemotherapy 


iv. Patients with disabling diseases e.g. 
rheumatoid arthritis and multiple sclerosis 
v. Oldage is gradually becoming a problem and 


various disabilities of this group require 
management at home. 


Besides, there are many advantages of home visit. 


ADVANTAGE OF HOME VISIT : 


1. The environment and physical facilities can 
be assessed directly and possible hazards e.g. 
likely fall from bed for an elderly person can 
be prevented. 

2. Physical and emotional status of the family 


members and their ability to manage the 
patient at home can be assessed directly. 
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3. 


Home visit helps physician's understanding 
of a family which in turn helps management 
of the problem. 


Home visit strengthens the bond between the 
physician and the family. The understanding 
ofthe problem asa whole is facilitated by visit 
which cannot be gained in any other way. 


Advances in technology have facilitated 
transfer of many therapeutic procedures to 
the home setting. These include enteral and 
parenteral nutrition, 1.v. antibiotic, blood 
transfusion and oxygen therapy etc. 


For the patient home visit is a boon. A peace 
of mind which the patient can have at home 
in serious illnesses can never be offered in the 
hospital. 


IMPROVING QUALITY : 

With the responsibility so great and jurisdiction so 
wide a Family Physician must be well versed with 
recent advances in medicines. Opportunities must 
therefore be available. The profession is fully 
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conscious of its responsibility. Emergence of 
Academies of a Family Physicians / Colleges of 
General Practitioners with CME programme, 
organization of seminars, symposia and 
conferences at national and international level 
bear ample testimony to this awareness. 


WONCA is a visible example of worldwide 
movement for Family Health. National 
Organisations need administrative, financial and 
moral support from the Government. Given this 
opportunity the Family Physicians can be proud 
partners in the programme of HEALTH FORALL. 


CONCLUSION : 


Health means physical, mental and social 
well-being not mere absence of disease. A patient 
isno more collection of symptoms, sings, disordered 
functions, damaged organs and disturbed emotions. 
He is human, fearful and hopeful seeking relief, 
help and reassurance. A Family Physician has the 
greatest responsibility of making a family happy 
and healthy. Without him there can be no health 
and without health there can be no social 
development. 
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Thursday, Feb. 12, 1998 


PLENARY SESSION - I 
EXPERIENCES AND LESSONS LEARNT ON 
FAMILY MEDICINE 


Dr. B. Desmond J. S. Fernando (Sri Lanka) 
Prof. (Dr.) Hemang Dixit (Nepal) 


- Dr. Shahida Rahman (Bangladesh) 
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EXPERIENCES AND LESSONS LEARNT ON FAMILY 
MEDICINE IN SINGAPORE 


Dr. Alfred W. T. Loh and Associate Prof Goh Lee Gan 


Outline 
- Historical sketch 
— Five critical factors that we discovered 
— Tripartite and Acceptance 
— Help and resources 
—~ Teaching programme and specialist 
participation 
— Training committee and trainer development 
— Examination 
— Conclusion 


Historical sketch 


1971 Formation by College with help from 
English and Australian College 


1972 College Examination and help from 
Australian College 
No vocational training only CME programme 
MCGP(Singapore) Diploma | 


1987 Vocational training programme for MOH 
Trainees 
Initially 2 years — Polyclinic 3 months, 
medicine 6 months and 3 monthly postings 
for the other disciplines; GP attachment 2 
weeks; 2 years modular course 
Tripartite involvement 
MCGP Diploma awarded 


1992 School Postgraduate Medical Studies 
accepted MMed (FM) programme 
3 year programme-—2 years hospital postings 
and I year Polyclinic 


1993 First MMed (FM) Examination -- 19 sat 
and 9 passed 


1995 Family Medicine Programme for GPs -- 
PPS Stream 


Five critical factors that we discovered 
There are many factors important in developing a 
family medicine programme in Singapore. Five 
appear to be particularly important as the critical 
success factors 


(1) Tripartite and acceptance 
Tripartite concept a critical success factor 
_ Ministry, College and University 


Acceptance by specialist 
The specialist must 
— Agree that the GP needs to be trained 


Li 


— Willing to participate to teach the GP 

— Need to talk and make teaching plans with them 
Acceptance by the GP 

Many GPs will feel threatened by the idea of 
training programme 

Need to get support of opinion leaders 

A defined practical programme important for acceptance 
—- Balance between ideal and practical 

— Need toinsist on some standard to be achieved 


(2) Help and resources 
Need for a local help group to provide help to 
the rest 
External Colleges can help with ideas and 
teaching programme 
Need to adapt outside ideas to fit the local 
circumstances 


(3) Teaching Programme and specialist 

participation 

Need to have 

— Acurriculum 

— Teaching methods: tutorials, workshops 
using clinical cases 

_ Assessment —both formative (example 
logbook, class tests) and summative 
(certification examination) 

Need to involve the specialist in teaching the 

GP: define the subject for him 


Work towards a joint teaching programme 


(4) Training committee and trainer 
development 
Need to form a training committee to 
Plan teaching programme 
Organise teaching manpower 
Advise and train trainers on content and 
teaching skills 


(5) Examination 
Need to have a defined examination format 
Need to set high but achievable standards 
Need tohave both theory and clinical examination 
Involve the specialist in order to achieve 
recognition 


Conclusion au 
Attention to the 5 areas discussed is important. 
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EXPERIENCES AND LESSONS LEARNT IN FAMILY MEDICINE 
IN NEPAL 
Prof. S. K. Gupta 


Abstract : Even though the General Practice/ 
Family Medicine training in Nepal was started in 
1982 under the joint venture of Tribhuvan 
University (Nepal) and Calgary University 
(Canada), the present training programme is 
conducted entirely in Nepal at various centres. 
This is a 3 years full time academic programme, 
which has been started with an objective of fulfilling 
the health needs of the rural community of Nepal. 
On successful completion, the candidates are 
awarded with M.D. (General Practice) and they 
are not only capable of managing medical, surgical 
and obstetrical emergencies but also 
administration and management. 


Introduction : In 1982, the University of Calgary 
(Canada) and Tribhuvan University (Nepal) 
initiated the Calgary-Nepal project and the training 
of G.P. was started. For several years a number of 
doctors travelled to calgary for 18 months of 
training in a specially arranged programme. They 
susequently returned to Nepal where they spent a 
further 18 months in training. A total of 11 doctors 
undertook at least part of the training with 7 
completing the training and 6 passing the final 
examination. 


In 1987, the training was reoriented to provide 
almost all the training in Nepal with a three 
month rotation in Malaysia. A further 6 doctors 
have successfully completed training to receive 
MD (GP) degree. During 1989 and 1991, the 
programme accepted no new intake of trainees 
while the Ministry of Health and Tribhuvan 
University reevaluated the programme. Many 
hours of discussion and evaluation led to the 
conclusion that there is indeed a great need for 
primary health care physicians to be trained in life 
saving skills and deployed to district hospitals 


where they can significantly strengthen the health 
care delivery system. 


Since 1992 the complete programme is taking 
place in Nepal. Altogether 37 candidates have 
been enrolled, 19 have successfully graduated, 15 
are in training and 3 have dropped out. Next 


intake(1998) weare planning totake 15 candidates. 
Since 1997 we have made this programme available 
for the foreign nationals also. 


Goal of the Programme : On completion of the 
MD (GP) residency training programme, the 
resident will be able to provide comprehensive and 
effective management of common health problems 
encountered in Nepal including timely emergency 
and life saving surgical and obstetrical 
intervention. 


Institutional Objectives : On completion of the 


' programme, the resident will be able to meet the 
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objectives related to clinical, preventive/community 
health, managerial, training, communication and 
professional performance. Tribhuvan University, 
Institute of Medicine (IOM) has developed the MD 
(GP) programme to address these objectives in a 
specific way, using a definition of general practice 
which will differ from that in other countries and 
other centres. 


MD (GP) programme organization at the IOM : 


MD (GP) programme at IOM takes place in the 
Department of General Practice and Emergency 
Medicine. 


Entry Requirements : * Candidates must have 
completed MBBS or equivalent course including 
internship. 


¢ All candidates, have to appear in the entrance 
examination 


* Candidates must be registered withthe N epal 
Medical Council 


¢ New rules and regulations formulated by 
Tribhuvan University, IOM will apply to this 
programme as they come into effect. 


* Foreign nationals can also apply 


Academic activities and Rotation schedule : 


Residents will be assigned to a series of rotations 
over a period of three years which seek to achieve 
the educational objectives outlined in the 
curriculum. In addition to these practical 
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placements, residents will have a variety oflearning 
opportunities through participation in various 
following activities conducted by the Department 
of General Practice and speciality departments. 


¢ Department of G.P. rounds 
e Assignments 

¢ Logbooks 

e Library 

¢ Self directed learning 


Rotation schedule : This rotation schedule attempts 
to provide trainees development prior to becoming 
involved in work experiences outside of the 
Kathmandu valley. The second year of the 
programme focuses on only two areas of skill 
development-surgery and obstetrics and 
gynaecology. The final year provides opportunities 
to apply skills to special areas like anesthesia and 
emergency and also provides an opportunity to use 
acquired skills in a district setting. An elective 
period will permit the trainees to improve areas of 
special interest or specific weakness prior to sitting 
the final examination. 


First year rotation : 


Orientation = 1 week 
Medicine - 12 weeks 
Pediatrics - 12 weeks 
Orthopedics ~ 12 weeks 
Subspecialities 

Psychiatry _ 4 weeks 
Dermatology - 4 weeks 
Family Planning- 4 weeks 
Examination - 1 week 
Second year rotation : 

Surgery - 24 weeks 
Obs & Gyne - 24 weeks 
Examination - 1 week 
Third year rotation : 

Emergency - 12 weeks 
Anesthesia - 12 weeks 
District level - 12 weeks 
Subspecialities 

Eye - 04 weeks 
ENT - 04 weeks 
Dental/Forensic - 04 weeks 
Elective - 08 weeks 
Examination - 01 week 


Evaluation and Examination : 


The overall assessment shall be based on a 
combination of the ongoing internal assessment 
and the final examination, which will take place at 
the end of each academic year. 


Internal Assessment : 


Following each rotation a subjective evaluation 
will be made by the designated preceptor on the 
performance during the rotation. In addition an 
examination will be conducted by the Department 
of General Practice. These assessments will 
contribute 20 % of the total marks. Only ifresidents 
pass the internal assessment for each rotation will 
they be permitted to proceed to the final 
examination. Final Examination : This will take 
place at the end of each academic year. First year 


final Exam.: This will be of only medical speciality 
Theory (Written) MCQ’s — 80|+ 20 (internal 
assessment) 100 


Clinical : 
1 long case (medicine) - 40| 


20|+ 20 (internal 
assessment) =100 


1 Short case (Dermatology) — 20] 


1 Short case (Psychiatry) 


Oral : 

OSCE — 30| 
Viva — 60| 
Logbook — 10| 


Second year Final Examination : (Surgical 
Speciality) 


Same as first year, except in the Clinical 
examination there will be 4 short cases (Surgery, 
Orthopedics, Obstetrics, Gynecology). 


Third year Final Examination : (Comprehensive) 


Theory and oral will be same as First and Second 

year exam. In the Clinical exam. There will be two 

short cases (20+20=40) and research project (40 

marks). 

Each candidate has to take asmall research project 

and complete it by third year. 

International linkages with : | 

¢ Dept. of Family Medicine, University of 
Calgary, Canada 

° Christian Medical Association of India 

¢ United Mission to Nepal 

¢ International Nepal Fellowship 

¢ Royal College of General Practitioners (UK) 


* Outcome : Altogether 31 candidates have 
graduated so far and working 1n the 
government, universities, NGO, INGO and 


private sectors. 
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FAMILY MEDICINE PROGRAMME IN SRI LANKA 


Prof. Leela De A Kurunaratne 


INTRODUCTION 

Sri Lanka which is situated east of the southern 
part of India is an island rich in natural splendour 
packed into an area of 65,610 km2. 


It is a democratic socialist republic in the 
Commonwealth of Nation having a population of 
nearly 18 millions. 


Health services in Sri Lanka 

The government of Sri Lanka provides free health 
services for the people, which include both curative 
and preventive services. 


In addition to these health services provided by 
the Ministry of Health, which are based on the 
Modern Scientific system of medicine, the 
government of Sri Lanka provides services based 
on Ayurvedha which is a traditional system of 
medicine. 


Primary health care facilities 
The people of Sri Lanka have access to primary 
health care facilities in public and private sectors. 


In the public sector primary medical services of a 
curative nature are provided at out-patient 
departments of the larger hospitals, and at 
peripheral institutions, while preventive and 
promotive health care is provided at community 
health centres. 


In the private sector family practitioners provide 
primary medical care, integrating preventive 
aspects as much as possible. 


Family Practice in Sri Lanka 

The Family Practitioner plays a significant role in 
the health care system of Sri Lanka, and by 
tradition has a strong position in the local 
community. A survey of family practitioners in Sri 
Lanka in 1984 / 85 reported the number of family 


practitioners as 550, but this is probably an 
underestimate, 


In a United Nations University study of Nutrition 
and Primary Health Care done in 1986 - 88 it was 
found that over 30% of the people in Sri Lanka use 
the family practitioner as their main resource for 
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first contact health care. This was a personal 
communication from S.P.F. Senaratne, 
Coordinator of the Study. 


Therefore it could be said that a somewhat small 
group of medical professionals manage a relatively 
high proportion of first contact care. 


The family practices are very unevenly distributed 
in relation to the population, and tend to cluster 
around urban areas. The family practitioner works 
independently of the state health services and is 
responsible for the organization of the practice. 
Therefore we find wide variation between 
individual practices. 


In family practice in Sri Lanka there is no system 
of patient registration, and the patient may change 
the doctor for each episode ofillness or even during 
the stages of one. This type of episodic care makes 
patient management rather difficult, and is 
certainly not in the best interest of the patient. 
Nevertheless each family practitioner has a group 
of people who appreciate the family doctor. This 
group of people have the benefit of primary medical 
care on a personal basis with continuity, and by 
such continuity makes it possible for the family 
physician to manage and coordinate their total 
health care. 


Family physicians in Sri Lanka manage over 95% 
of the problems presented to them without using 
the resources of the secondary level of health care, 
and the mean referral rate found by a study done 
by Karunaratne in 1991 was 1.9%. 


EDUCATION AND TRAINING IN FAMILY 
MEDICINE 


General 


The majority of general family practitioners in Sri 
Lanka have had no formal training or preparation 
for their role, either in undergraduate or 
postgraduate years. Their knowledge and skills 
and attitudes have developed against a background 
of hospital medicine. After several years in practice 
some discover the need for change and continue 
medical education either by self learning or by 
participating in educational programmes organised 
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by the professional bodies of family physicians in 
Sri Lanka. Others who are more keen to acquire 
competence in the discipline of Family Medicine 
take up a postgraduate training progrmme at the 
end of which they could obtain a postgraduate 
qualification by examination. 


POSTGRADUATE EDUCATION AND 
TRAINING 

There are two professional bodies that conduct 
continuing medical education programmes for 
general / family practitioners in Sri Lanka. The 
Independent Medical Practitioners Association and 
the College of General Practitioners of Sri Lanka. 
Both professional organizations are represented 
in national bodies that deal with important health 
concerns. 


The Postgraduate Institute of Medicine has 
conducted the Diploma Course and examination 
in Family Medicine, and the M D in Family 
Medicine since 1981, through a Board of Study 
which is well represented by the College of General 
Practitioners of Sri Lanka. 


THE DIPLOMA IN FAMILY MEDICINE 

The Diploma Course began in 1981 after a major 
workshop held in 1980 with assistance from the 
British Council. The content of the course was 
worked out by small groups comprised of general 
practitioners and specialists in the major 
disciplines, and laid down by the board of Study in 
Family Medicine at the Postgraduate Institute of 
Medicine, University of Colombo. 


Eligibility 

* Possession of a medical degree registrable 
with the Sri Lanka Medical Council. 

* Selected by an entry qualifying examination. 

Duration of the DFM Course 


* 12 months 


The teaching / learning components of the 
DFM Course { 
* Classroom sessions Lecture / discussions 


Clinical demonstrations 


Groupwork and 
presentations 


- Seminars 
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* Clinical sessions General practices 
Hospital clinics / wards 
Community health units 
Emergency care units 
Investigation units 
Specialized units (tertiary) 


Classroom Sessions 


The classroom component of the course comprises 
of 250 - 300 sessions, each of 1 1/2 hours duration. 
These are conducted at the weekends and six are 
done at each weekend. 


Modules of teaching on topics relevant to Family 
Medicine are delivered using one or more teaching 
sessions. 


The modules are organized in nine segments for 
ease of administration and arrangements for these 
are the responsibility of one or more course 
organizers. 


Educational designs are available for quite a 
number of modules but this task is ‘still not 
complete. 


Clinical Sessions 

The clinical sessions take place during the 12 
month period of the course mostly on week days, 
and each is at least 2 hours in duration. 


These are done under the supervision of trainers, 
both specialists and general practitioners, 
approved by the PGIM. 


There are certain short comings :- 


* The training has a greater component of 
classroom teaching than clinical training. 


* Being a multi disciplinary course it is often 
found that the teaching done by specialists in 
the respective disciplines is not based on 
objectives for training a family/general 
practitioner. 

* Course organizers have been appointed but 


they themselves are busy practitioners who 
are able mostly to attend only to the logistics 


of the course. 
* The course is also found to cater more for govt. 


doctors than general / family practitioners due 
to reason such as difficulty in work 


arrangements and travel. 
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Diploma in Family Medicine Examination 
The examination is conducted each year at the end 
of the 12 month period of the course. 


The examination was first held in after a special 
workshop conducted by Prof. Wesly E Fabb. 


Components of the DFM Examination 
* MCQ paper 

* MEQ paper 

* Investigation oriented practical 


* Log diary based interviews 


* Clinicals 


MD IN FAMILY MEDICINE 


Eligibility requirement 
* The Diploma in Family Medicine 


* One year in general practice after obtaining 


the Diploma 


The MD in Family Medicine is presently obtained 
purely by research and an interview based on the 
thesis. 


A change is to be made in the near future and the 
new format will include a training component, 
research project, and submission of a dissertation 
and an examination which will have a written 
examination and an interview based on the 
dissertation. 


* 


A 24 month period of attachment to a 
University Department of Family Medicine 
under the guidance of a supervisor who would 
arrange for appropriate vocational training 
and give guidance on the research project up to 
the submission of the dissertation. 


A written examination at the end - SEQ paper 


Clinicals - a long consultation (GP type) 


2 short physical examinations 
(of a body system or area) 


an interview based on the dissertation 


UNDERGRADUATE EDUCATION 
FAMILY MEDICINE 


Despite all the long years of existence of family 
practice in Sri Lanka the establishment of 
professional bodies and the setting up ofa training 
programme and qualifying examinations up to 
MD Level; educators and administrators have not 
yet identified the manner in which the discipline 


* 


IN 
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could be integrated into the national health care 
services. This could be a good reason why Family 
Medicine has not been a popular career choice for 
new medical graduates. 


Another reason why the new medical graduates 
have not shown a preference for family medicine 
as a career choice is very probably because they 
have only a very minimal exposure to family 
medicine during their undergraduate training. 


Although we had long felt the next need to produce 
medical graduates who could provide care relevant 
to peoples needs, by making changes in 
undergraduate medical education our progress 
has been slow. 


Until recently the undergraduate curriculum 
included only a very short module during the 
community medicine clerkship, which is very 
inadequate and this situation still prevail in four 
out the six Faculties of Medicine in Sri Lanka. 


In 1993 came the long awaited break through, and 
anew faculty of Medical Sciences at the University 
of Sri Jayweardenepura (situated south of 
Colombo) included Family Medicine in it's 
curriculum for the MBBS course. This was soon 
followed. by the Faculty of Medicine at the 
University of Kelaniya and in both places 
departments of Community Medicine and Family 
Medicine were established. 


Since my experience has been at the University of 
Sri Jayewardenepura, where | joined the academic 
staff in March 1993, I will share it with you. The 
programme planning began as early as 1993 and 
its development to the point of implementation in 
1997 was slow but steady. 


We moved in parallel line in this task. 


* Constructing buildings for departmental space 


* Preparing the academic 
programme — objectives 

— teaching / learning 
methods 


— time schedules 
Enlisting and preparing the teachers 
* Establishing a University Family Practice 
Center and making it functional. 


By early 1997 all this was done and the centre was 


opened to provide service to the village by 9th July 
1997. 


The first group of medical students, thirteen in 
number were able to enjoy the facilities for learning 
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provided for them by October 1997. 


The family medicine teaching programme has two 
components. 


* Classroom teaching commencing in the 8th 


semester and going on to the ninth (the final) 
semester and taking the form of lectures and 
seminars. 


Clinical attachment of a months duration in 
the final year of the MBBS course. 


In clinical attachment, the students spend the 
first half of a month with GP teachers in the 
community and the latter part is spent at the 
Family Practice Centre. 


During their clinical attachment, students have 
the opportunity to observe the principles of Family 
Medicine in practice, learn consultation skills 
particularly communication, see the management 
of conditions commonly encountered in family 
practice and learn the use of medical records, 
consultation and referral practice, and how a 
practice is organized. 


They also spend time preparing presentations 
based on their learning experience and 
subsequently, present them at the Family Practice 
Centre. 


An important part of their learning at the Family 
Practice Centre is the opportunity to learn 
consultation skills by doing it themselves, while 
being watched by the group through a one way 
mirror and heard over a sound system. This set up 
will be replaced shortly by audio/ video equipment. 
Small group teaching is also conducted at the 
Centre, on important topics such as medical 
records, prescribing, consultation / referral and 
home visiting. 

During the Family Medicine appointment, students 
also engage in special visits to a day care centre for 
elders, elderly persons in the village, the OPD of 
the Colombo South Teaching Hospital, and the 
Physiotherapy Units of the Colombo South 
Teaching Hospital and the Sri J ayewardenepura 
Teaching Hospital. Before the end of the 
appointment, presentations on the morbidity study 
at the OPD and information gathered at visits to 
the elderly persons are made. 


An assessmentin the form ofan OSPEis conducted 
at the end of the appointment and these marks 
contribute to the final MBBS assessment, in 
addition to written assessment at the final MBBS 
examination. 
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Before | conclude I will highlight an important 
aspect of undergraduate teaching. Although it is 
the responsibility of an academic department, the 
task cannot be accomplished successfully without 
general / family practitioners in the community 
who have a great deal to contribute. 


Therefore it is very necessary for an academic 
department to establish a good relationship with 
these providers. 


I will describe rather briefly the manner in which 
this could be done by drawing on our own experience 
at the University of Sri Jayewardenepura. 


These are the steps we took: 


* Tdentification of clinical tutors using some 


criteria 
— qualifications 
willingness to teach / CME 


proximity 


Visit to obtain consent 

establishing rapport 
creating interest by detailing 
discussing any problems 
handing of formal invitations 


* Objectives formed and discussed at a group 
meeting - ideas and suggestions incorporated. 


* Further communication 
* Group meeting to examine and discuss 


objectives 
T/L methods 
clinical practice 
schedule 
classroom 
logistics 
difficulties 
* Guidelines - document provided. Also library 


facilities 


*  Bvaluation - informal 

give responsibility 

show appreciation - 
specially for teaching in 
private sector 

make them feel valued 
make their task interesting 
give guidance 

make communication easy 


The principles 


electives in periphery - 
with General Practitioners. 


Further thoughts 
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EXPERIENCES AND LESSONS LEARNT ON FAMILY 
MEDICINE IN THE MIDDLE EAST 


Prof. G. Papworth* 


Excellence in the provision of Primary Health 
Care services, in the Middle East as well as 
elsewhere, requires well trained clinical service 
teams providing those services which are required 
in a timely and cost effective manner. These three 
points are the core of my address. 


Well trained clinical service teams 

In the Middle East, due to the evolution of medical 
care and the culture, the clinical service teams in 
the community are usually led by doctors. They 
are currently in the best position to be able to act 
as change agents. Therefore they must assume or 
continue to assume the responsibility for the 
formation and development of health care teams. 
This is essentially a local phenomenon, health 
centre or clinic based. 


The well trained component then must apply to all 
team members. However must especially apply to 
the doctors, the team leaders who are the driving 
force for change. In the absence of this component, 
change doesn't occur or it is reactive, driven by 
external circumstances or administrative and 
bureaucratic dictates which bear only a cursory 
relationship with patient and community needs. 


The doctors require clinical family medicine 
training. This is possible as a formal vocational 
training programme, or by on the job, 
apprenticeship type training on GP's. Here there 
is a deficiency. Need number one is for a formal 
higher clinical degree which defines achievement 
and maintenance of consultant level standards in 
the discipline of Family Medicine. This qualification 
demands maintenance, either through rectification 


or by continuing education. It must be clinical, not 
academic. 


VOCATIONAL TRAINING FOR FAMILY 
MEDICINE 

In general terms, doctors can prepare for a career 
in Family Medicine in one of two ways; vocational 
training programmes or apprenticeship ‘on thejob' 
training. The number of vocational training 


* Advisor, Ministry of Health, UAR 
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programmes in the Middle East has increased 
recently, but is still limited in numbers and 
accessibility and it will be many years before the 
need is able to be met by this route. The Arab 
Board is the dominant provider but is subject to 
increasing competition from the Board in Jordan 
and the new Board in the Kingdom of Saudi 
Arabia. Both have been developed to meet local 
needs. 


But most service providers are untrained 
expatriate doctors working as GP's. These doctors 
require training by the apprenticeship model. Many 
do through CME, self directed learning and courses 
but they do not have access to a definitive higher 
qualification which documents their standard. 


There is another need, that of demonstrating 
continuing competence and maintenance of 
standards with adaptation to new knowledge, skills 
and needs. To date, none of the Board qualifications 
requires this. 


Internationally accepted clinical qualifications 
such as the American Boards, Australian FRACGP 
or others are not accessible locally, and local 
training and experience are not yet recognized as 
providing eligibility for these qualifications. 


We need an internationally accepted clinical 
qualification which is locally available to those 
doctors who do not have the opportunity to do a 
vocational training programme. This must require 
rectification or maintenance by CME to 
demonstrate continuing competence. It should also 
be accessible to those doctors who train through a 
vocational training programme such as the Arab 
Board. 


NON CLINICAL QUALIFICATIONS 


There are many other qualifications accessible to 
doctors in the region. Certificates, Diplomas and 
Master, MD's and MHA's and the others. They are 
good, valuable and desirable. They do not imply 
continuing competence in the provision of clinical 
service. They are able to be incorporated into the 
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system and credit given for their attainment, but 
they should not substitute for one of the 
internationally recognised, maintained, clinical 
higher qualifications in Family Medicine. 


Those services which are required 

This component presents the opportunity which | 
believe currently exists throughout the region. It 
is the potential for the clinical service to take 
control of the definition of needs, education of the 
decision makers centrally and in the community 
as to what they are, and leadership in the 
development of planning for how they should be 
addressed. 


To convince decision makers you need data. If you 
don't know what you are doing you can't know how 
well you are doing it. Nobody is better equipped 
than the health care team to collect and interpret 
this data. The data which you will need is either 
retrospective or prospective. It either already exists 
or you will need to collect it. 


Existing datais concentrated in the medical record. 
To be usable you need good medical records. Many 
models exist but the Problem Oriented Medical 
Record has many advantages. It doesn't need to be 
on computer or for the problems to be coded. But 
you do need good, structured medical records. The 
advantage of the POMR is that it gives you the 
ability to go back and look at data which you didn't 
know you would need when you collected it. The 
essence here is do it once and do it correctly. 


Prospective data collection is really the same thing. 
By subdividing your patients into interest groups 
and collecting the specific data relevant to that 
group you acquire the in depth information which 
makes you an expert on your community. Patient 
age-sex registers, registers of patients with chronic 
disease, pregnancy, iramunization and other such 
tools are easy to implement into the normal 
workflow. Clinical audit, both of the process of care 
and ofits outcome, is readily based on the registers. 
This tells you what you are doing, to whom, and 
how well. In response to queries, you know and 
don't have to guess. 


The community profile resulting from this activity 
lets you know what true needs exist. It has shown 
us in the U.A.E. that the point prevalence of non- 
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insulin dependent diabetes mellitus in Gulf Arabs 
is over 20% in urban areas. It has led us to extra 
efforts in screening the at risk population 
enhancing the validity of our data. It has put us in 
the position of knowing what we are dealing with. 


Timely and cost effective manner 

Timely means doing what is necessary when it is 
appropriate. This is a follow on from the previous 
item. By knowing what is happening in our 
community we are able to identify needs. This 
enables us to plan, a forward looking, proactive 
attitude. If we waited for a review of hospital 
admissions for the complications of diabetes for 
the epidemiological evidence of the epidemic, we 
would be years behind, that is, reactive. 


Again, there are lots of tools enabling us to provide 
cost effective care. Evidence based medicine is the 
current expression in vogue, but guidelines and 
protocols combined with clinical audit of the process 
of care and its outcome have been around for a long 
time and are portable or readily adapted to local 
circumstances. They also provide the scientific 
basis for the requirements for effective care. 


Cultural problems 


EMPHASIS ON HOSPITALS, TECHNOLOGY 
AND SPECIALIZATION 

The one characteristic of people who work in 
health care is their desire to do the best they can 
for the population which they serve. This applies 
to the administration as well as to the clinicians. 
Our agenda then is to provide in a public and 
transparent manner (so that the data and logic is 
visible to anyone who wants to look) the reasoning 
behind our requests for resources. By so doing, 
alternatives which compete for resources are 
obliged to provide equivalent data including costs. 
We have found that they either cannot, or when 
they do, they are much more expensive for 


comparable services. 


NEED TO COMBINE AUTHORITY, 
RESPONSIBILITY AND RESOURCES 

One of the consequences of this approach is that 
the need for authority, responsibility and resources 
to go together becomes explicit. Empirical decision 
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making, previously normal because of the lack of 
data and logic, is questioned by the community 
and other decision makers. The key here is 
transparency. The data and logic have to be public. 
The people who are held responsible for care have 
to be able to make the appropriate decisions. 


One interesting side effect is the spill over of this 
process into domains. If the health centers have 
guidelines for the prevention, screening, early 
detection, diagnosis and management of common 
diseases derived from evidence based sources, 
people ask why the hospitals don't. The same 
applies to clinical audit which is also able to be 
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applied to administrative functions such as supply 
and finance. 


Conclusion 

There is an opportunity for Family Medicine to 
drive the evolution of health care provision in the 
region. The tools exist, are readily available and 
easily put into routine use. 


To achieve its full potential, Family Medicine 
requires access to an internationally recognized, 
consultant level, higher clinical qualification which 
has to be maintained and is accessible either by 
vocational training or through the apprenticeship 
model of learning on the job. 
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EXPERIENCES AND LESSONS LEARNT IN FAMILY MEDICINE 
IN ASIA PACIFIC 


Dr. Zorayda E. Leopando, M.D. 


I would like to thank the Organizing Committee 
for inviting me once more to South Asia to share 
the experiences of Asia Pacificin Family Medicine. 


WONCA Asia Pacific Region and South Asia used 
to belong to one region. It was divided into. Asia 
Pacific and South Asia in 1988. The Asia Pacific 
Region has 15 member organizations from 14 
countries. It is a unique region because most of the 
countries are separated by big body of waters. It is 
the region which has the first and the third biggest 
populated countries in the world. It has three 
major religions: Islam, Buddhism, Christianity. A 
few years back and up to a few months ago, most 
countries in the region are known as the economic 
tigers in the world. Now, most of these same 
countries are undergoing economic crisis. What 
the effect on health care of all these developments 
remain to be seen. 


In terms of family medicine, the state of 
development of practice and education is very 
diversed. I will share with you this diversity as I go 
through my discussion. 


My presentation will foucus on: Asia Pacific 
Working Party, Family Medicine Education 
Workshops, Regional Committees, Family 
Medicine Residency Training, WHO-WONCA 
Initiatives. 


Asia Pacific Working Party 

The forerunner of Asia Pacific Working Party was 
the feasibility study on common residency training 
and conjoint examination in General Practice / 
Family Medicine done by Prof. Clarke Monro in 
1987. Results of seven member organizations 
surveyed showed great diversity in training and 
examination. 


* Presented during the Workshop on 
Implementation of Family Medicine 
programming South Asia and Middle East, 
February 12-14, 1998, Kathmandu, Nepal. 


* Associate Professor and Chair, Dept. of Family 
and Community Medicine, University of the 
Philippines College of Medicine ; WONCA 
Regional Vice-President for Asia Pacific. 
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This prompted the following study 
recommendation: 2 staged training programme 
with 2 years for basic training consisting of essential 
knowledge and skills common to all countries and 
an advanced training of 1-2 years with common 
content modified according to country's needs. 
Part 1 examination after the end of basic training 
and a part 2 after the advanced training were also 
recommended. Formation of a working party to 
address educational issues and a Regional Training 
and Research Center were likewise recommended. 
However, when presented in a regional council 
meeting in Hong Kong in 1987, there was no 
definite action taken. 


In 1988, the Asia Pacific Working Party was 
organized and a first meeting was held in Bali 
during the 1990 Regional Conference. It was agreed 
that a core curriculum will be prepared and core 
content for examination will be identified by atask 
Force composed of Prof. Goh Lee Gan, Prof. Clark 
Monro and Dr. Zorayda E. Leopando through 
correspondence. However, it did not materialize. 


Thus, in 1992, the Philippine Society of 
Teachers of Family Medicine proposed to host 
a Workshop tohelp formulate the Core Curriculum 
in Family Medicine Residency and the Core Content 
for Examination. The workshop was held in Manila 
in 1993 and subsequent workshops followed. 


What is striking among the activities in Asia 
Pacific is that the need to form an organized group 
of teachers of Family Medicine crystallized. After 
a series of consultation and meetings with member 
organizations, the idea of having a WONCA Asia 
Pacific Association for Clinical Education (APACE) 
became areality, with the Working Party acting as 
interim until 1998 in Dublin. 


Family Medicine Education Workshops 

In 1992, asurvey of member organizations revealed 
that there is need to have teacher training 
workshop and a need to form acore group of family 
medicine teachers. Thus, in the 1993 Regional 
Council meeting and Asia Pacific Working Party 
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meeting, it was agreed that there will be teacher 
training workshop in 1995 in Macau after the 
WONCA World Conference in Hong Kong. 


The 1993 Family Medicine Education 
Workshop 1 on Core Curriculum is a joint 
underrating of various member organizations. 
Hosted by the PSTFM, it received logi stical support 
from Australia, Taiwan, Macau and the Philippine 
Academy of Family Physicians. It was attended by 
56 participants from 12 member organizations in 
the region. The workshop achieved its aims and a 
proceeding was published by WONCA and was 
distributed to council members and interested 
members in 1995. 


A Post-conference survey done among participants 
revealed the need for continuing teacher training 
activities. 

The second workshop, held in Macau in 1995, 
focused on Clinical Teaching. This was attended 
by approximately 40 participants from 14 member 
organizations. Again, a proceeding has been 
published. 


The third in the series is Family Medicine 
Education Workshop on _ Research 
Methodologies in Family Medicine. This was 
heldin Malaysia in 1996. This workshop generated 
38 research proposals of which 4 were presented in 
the First Asia Pacific Research Contest. The 
workshop also led to the formation of a Research 
Network in the region. 


The fourth workshop was held in Seoul in 1995. 
This workshop focused on Assessment of Clinical 
performance and competence. It was 
participated by participants from the region, some 
Korean-American and one from Mongolia. 


Participation in the 4 workshops were between 40- 
60 persons coming from 12-13 member 
organizations. The host prepared the physician 
arrangements, invitation and sponsorship. The 
scientific programmes were prepared by a Regional 
Core group of educators, in coordination with the 
host. Speakers were from among the experts inthe 
region. Member organization were encouraged to 
subsidize the participation of their representatives. 
WONCA, through the Regional Vice President's 
budget, partly subsidize the workshops. 


Regional Committees 


WONCA Asia Pacific Association for Clinical 
Education (APACE) is the first among the 
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Committees formed. As a body, it has organized 4 
Family Medicine Education Workshops. APACE 
did not happen overnight. It was a long process of 
evoking a need to organize, drafting operating 
guidelines, having it approved by various member 
organizations through a series of communication 
and meetings. It was approved in principle by the 
WONCA Executive, WONCA World Council and 
Regional Council bodies. Even the Asia Pacific 
Working Party has to be involved because it is the 
function of the working party which will be taken 
over by the Association. The acid test on how 
effective APACE will be is what happens after 
when APACE continue to be the proponent of 
Family Education Workshops. 


WONCA Asia Pacific Research Network is 
another body formed after a felt need has been 
raised during the Research Methodology Workshop 
in Malaysia. In Seoul, during the Regional 
Conference in 1997, the Network met for the first 
time and agreed to do the following: make a data 
base of researches done in Family Medicine; 
organize a forum every regional conference where 
researches will be presented either in a contest or 
in a peer review conference; have a system of 
publishing original articles; conduct research 
methodology workshops; conduct collaborative 
researches among member organizations; establish 
funding for researches; sharing of manpower 
resource in research. 


The idea of organizing the WONCA Asia Pacific 
Editors' Guild came from the meetings of editors 
every WONCA Conferences. Thus, in 1997, the 
guild met several times in Korea and follow-up 
correspondence is being done. The intention of the 
guild is to have a scientific journal for Asia Pacific 
Region which will have an appeal both for 
academicians doing researches and practitioners. 
The Operating guidelines and proposals are being 
formulated. In addition, it is also the task of the 
guild to improve the quality of the journals of 
various member organizations. Thus, a workshop 
among editors and would be editors is being 
planned. This workshop, being hosted by Australia 
and tentatively scheduled in October 1998, will 
have critical appraisal and writing as topics/issues 
of concern. Funding for the proposed regional 
journal, solicitation for articles and recruitment of 
editorial board are major concerns too. 
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WONCA Regional Committee on Classification 
is another Committee formed in 1997. This was 
formed to align the Committees in the Region with 
that of the World, the Committee has set plans like 
reviewing classification, encouraging its utilization 
and regional meeting is being planned. 


The last Committee formed is the Committee on 
informatics. The meeting was first held in 1997 
and plans for future meetings and activities were 
done. Some of the issues are internet, exchanges of 
information through computer network. 


It is agreed that all member organizations will 
send representatives to various Committees and 
participation will be encouraged. If possible, an 
annual meeting will be held. If not possible, a 
dedicated time for Committees activities will be 
incorporated in all Regional Conferences. The 
convenors have been made Ex-officio members of 
the Regional council. 


One more Committee will be formed in the future, 
This will completely align the Regional Committees 
with the World. This is the Committee on Quality 
Assurance. The 1999 Regional Conference in 
Taiwan will devote the Post-conference workshop 
Quality. It is hoped that this will generate interest 
to formally organize a tour which will sustain 
activities which promote quality assurance not 
only for care but also for education. 


Family Medicine Residency Training and 
Board Certification 

The existence of residency training programmes 
in family medicine varies: from 25 years of 
Australia to one year of Japan. Out of 14 countries, 
there are 13 with training programmes. There are 
three-year hospital based residency programmes 
in the Philippines, Korea, Taiwan. There are also 
3 — 4 year vocational training (with 2 years in 
hospital and 1-2 yearsin practice) in Australia and 
New Zealand, Hong Kong, Macau and Singapore. 
There are Masteral degree programme in Family 
Medicine in Malaysia and Singapore and post- 
graduate courses in Sri Lanka, Thailand and China. 
Australia even has distance learning programme 
leading to Master in Family Medicine. 


Eleven member organizations have board 
certifying examination. Australia, Malaysia and 
Hong Kong have conjoint examination. All 
examinations have written and oral components. 
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Four included practical examination. Other 
strategies utilized are : chart review, practice log 
diary, clinical interpretation, role play of 
management and diagnostic problems, case 
commentaries, computerize diagnostic problems 
and slide examination. Most of the certifying bodies 
are affiliated with member organization although 
some are connected with Universities. 


WHO-WONCA Initiatives 

Member organizations were sent several copies of 
the proceeding on "Making Medical Education and 
Practice More Relevant to Health Care". Strong 
encouragement to lobby with governments and 
medical schools about the 21 recommendations 
were made. The College of Singapore even funded 
the translation of the proceeding into Chinese and 
thousands of copies have been distributed in China. 


Follow-up of member organizations, as reflected 
in their report, showed the following: 


1. On Health Care: 


Health reforms being introduced are : 
coordinated care in Australia; expansion of 
Primary Care in Maccau, budget/fund holding 
primary care physicians in New Zealand, 
National Health Insurance in the Philippines; 
"Seamless Health Care" in Hong Kong; strong 
support to primary care in China and 
Thailand. The GPs are the principal providers 
in New Zealand and Australia. 


In China, community health centers are being 
established whereas in Thailand, district and 
provincial hospitals are organizing 
programmes in Family Medicine. 


Medical Practice 


Computerization of records is being done in 
New Zealand. The family physicians are 
enjoying specialty status in Australia, New 
Zealand, Philippines, Hong Kong, Macau, 
Singapore, Korea and Taiwan. 


In Hong Kong, 70% of the patients are under 
the care of general practitioners. In Korea, 
preventive medicine is given emphasis. 
Family Physicians are in primary care. 


Medical education 


There are undergraduate programmes with 
full professors in Australia, New Zealand, 
Philippines, Hong Kong, Taiwan, Korea and 


Sri Lanka. 
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Research activities are alive in New Zealand, 
Australia, Philippines, Hong Kong, Singapore. 


All primary care government physicians are 
required to take Master in Family Medicine in 
Malaysia. 


There is a system of rectification in Australia and 
the Philippines. Continuing medical education 
and peer review are some of the requirements. 
Hong Kong has introduced the end-point 
examination for higher learning. 


As a region, Asia Pacific has conducted follow-up 
workshop to the WHO-WONCA initiatives. 
Included inthe plan is a workshop on gatekeepers, 
a formulation of position paper addressed to the 
governments seeking the consideration of family 
physicians as gatekeepers; workshop and regular 
activities on quality assurance and a closer linkage 
with medical schools to lobby for inclusion of 
family medicine in the curriculum. 
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CONCLUSION : 

The past two decades, WONCA Asia Pacific Region 
is gathering strength in Family Medicine. The 
growth in terms on number of member 
organizations is not phenomenal. What is striking 
are the activities going on in the region and the 
high degree of commitment of the member 
organizations to share resources and experiences, 
The enthusiasm of the member organizations have 
to be sustained. 


For all activities to be sustained, important 
ingredients necessary are : sense of ownership by 
member organization, strong sense of commitment 
to share and learn, strong belief on the value of our 
discipline and what it stands for- on open 
communication & WONCA support. These can 
definitely enhance the success of all activities, the 
attainment of objectives & further improve the 
practice, training & research in family medicine. 
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TWENTY YEARS EXPERIENCE OF FAMILY MEDICINE 
EDUCATION IN SAUDI ARABIA (1978-1997) 


Dr. Adnan A. Albar* MBBS, FF. C.M. (KFU) 


ABSTRACT 

Saudi Arabia witnessed a lot of developments in 
its medical education and health care system. This 
paper documents the evolution and progress of 
Family Medicine and Primary Health Care training 
programs over the past twenty years (1978-1997) 
as well as addressing the way forward. 
Achievements in training at undergraduate and 
postgraduate levels and continuing medical 
education programs are presented and discussed. 
The historical evolution, contents, and duration of 
the different under and postgraduate programs 
are presented. Program features and factors of 
success are identified the most important of which 
are relevance, comprehensiveness, soundness, 
coordination and cooperation. The way forward is 
outlined. Further development of training sites 
and trainers as well as setting standardized 
assessment criteria is recommended. Legislating 
Continuing Medical Education Programs and 
creating relevant packages has been stressed. 


INTRODUCTION 

Saudi Arabia lies in the Arabian Peninsula, and 
has an area of nearly 2 Million Km? anda population 
of 16.9 Million in 1993 (1). The 4th and 5th Five- 
Year Development Plans (1985 — 1990) (2), put 
greater emphasis on primary health care (PHC) 
development. 


The health care system of Saudi Arabia has 
witnessed major changes since the early 1980’s 
Vs. subsequent upon governmental commitment 
to the Alma Ata declaration in 1980. Currently (3) 
there are nearly 1,800 governmental PHC centers 
evenly distributed throughout the, country. Of 
them, 1,707 belong to the Ministry of Health 
(M.O.H) and the rest are run by other health care 
providers including Universities, the Military, 
National Guard, and Security Forces. Entry to the 
health care system is legislated to be through PHC 
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centers. More than 180 secondary and tertiary car 
Hospitals serve as referral units, where every 
group of PHC centers are attached to a hospital. 


The adoption of PHC policy mandated the 
development and training of health manpower in 
the field of PHC and Family Medicine (F.Med). 


This paper documents 20 years experience of 
Family Medicine and PHC training programs and 
education for doctors in Saudi Arabia. 


METHODS 


The paper presents the evolution of departments 
of Family Medicine in Saudi Universities, with 
particular reference to the development of staff 
and undergraduate curriculum, as well as 
Postgraduate training programs in PHC and 
Family Medicine. Subsequently the development 
of Continuing Medical Education program and 
the functions for PHC physicians at the M. O. H. 
are outlined. The lessons from the experience and 
the suggested way forward are discussed. 


RESULTS 
Undergraduate training in PHC & F. Med: 


Constitution and Staff : 


There are 7 Universities in Saudi Arabia, five 
Colleges of Medicine. Table 1 shows the date of 
establishment of the Colleges of Medicine and the 
Family Medicine or PHC in each. 


In 1980, the College of Medicine, King Faisal 
University (KFU), pioneered by being the first to 
combine with Family Medicine with Community 
Medicine to form a one department of Family and 
Community Medicine. King Saud University (KSU) 
followed the same in 1982. The same concept was 
adopted later by the other two Colleges in King 
Abdul Aziz University (KAU) and KSU —Abha 
branch. This combination helped in three ways. It 
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won community medicine expertise to the side of 
family physicians, and accelerated development of 
relevant and need-oriented curricula at both under- 
and post-graduate levels. Thirdly, staff were a 
pool of family physicians and community health 
specialists coming from different countries and 


education backgrounds. 


AtK.F.U. the family physicians came mainly from 
New Zealand, Australia, and the U.K. while at 
K.S.U. they were mostly American, and later 
British. In fields of Community Medicine, 
Statistics, Epidemiology, MCH, Environmental & 
Occupational Health, staff originated mostly from 
Sudan, Egypt and India. 


Training in PHC and Family Medicine (F.Med). 


The first four medical colleges have well structured 
undergraduate curricula in PHC and F. Med. 
They all share the concept of integration and 
coordination between family and community 
medicine. Table 2 shows the basic structure of 
Undergraduate curriculum in Family & 
Community Medicine available in the four Medical 
Colleges in Saudi Arabia. Biostatistics and 
Epidemiology are theoretical. At 4th year, students 
are introduced to the concepts and elements of 
PHC. The field work provides experience of the 
logistics of running PHC activities and carrying 
out supervised small scale community-based and 
PHC-oriented research. 


In Saudi Arabia, two Colleges of Medicine in KFU 
and KSU introduced the F. Med. clerkship in 1980 
and 1985 respectively. A balanced approach of 
curriculum planning was followed. The objectives 
of the clerkship emphasized the typical set (4) 
which includes, process of consultation, context of 
health care, organization of care, professional and 
ethical values and attributes, and professional 
development. KAU and KSU — Abha branch 
followed later. The course duration varies from 4- 
6 credit hours (weeks) given in either the 5th 
(KAU), 6th (KSU) or internship year (KFU). KFU 
started initially by giving the course at the 6th 
year and the latter location was thought to help 
students better in choosing their future career. 
However, after 10 years we are debating whether 
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to keep it at the internship or take it back to the 6th 
year. 


The clerkship training site is done at the KFU 
postgraduate Family Medicine training center. In 
contents it stresses attitudes and skills 
development, and, methods of instruction are 
mainly the active forms such as case discussion, 
role plays and supervised clinical sessions. 
Evaluation is through Continuous Assessment, 
Log Books, and end of course tests. 


Postgraduate Training 


Postgraduate training in Family Medicine is 
essential for the manning and development of a 
PHC -— lead health care. In Saudi Arabia, the 
commitment of the MOH to the Alam Ata 
declaration coincided with the development of 
University postgraduate training in Family 
Medicine. In 1981, KFU invited international and 
regional experts in Family and Community 
Medicine to develop postgraduate training program 
which is relevant for family physicians in Saudi 
Arabia. This was followed in 1982 by a national 
workshop at KFU involving local participants from 
medical colleges as well as the MOH, and other 
government health providing agencies. Their 
recommendations strongly supported the KFU 
initiative in Family and Community Medicine 
Fellowship training program (5). 


The mix of experts from Family physicians, 
Community Medicine and other clinical 
departments yielded a program ofa unique nature. 
Its main features were relevance, compre- 
hensiveness, community orientation, scientific 
soundness, use of active learning methods, a 
balance between theory and practice including a 
need-oriented dissertation. Its main objectives 
were to graduate specialists who are competent 
clinicians able to deal with common condition, self 
learners and educations, leaders, effective 
communicators, and capable of designing and 
carrying out appropriate research (6). Table 3 
shows the content and duration of courses of the 
KFU and other Family Medicine Fellowship and 
board training programs (7.9). These programs 
were the Arab Board of F. Med. which is an Arab 
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world degree under the Arab Board of Medical 
Specialties, the KSU Fellowship and the Saudi 
Board. They evolved in 1988, 1992, and 1995 
respectively. Community Medicine and related 
subjects comprise 25% of the program time in the 
KFU Fellowship as compared to nearly 10% in the 
Arab Board and 15% in the KSU Fellowship and 
the Saudi Board. To a great extent they all share 
the same previously stated objectives and 
emphasis. The Saudi Board is expected to take the 
lead on the long run. 


Table 4 shows the annual enrollment and number 
of registered and graduated candidates from the 
different programs (10). Residents can enroll in 
one or more of these programs simultaneously, but 
remain under the supervision of the Saudi Council 
for Health Specialties through its scientific board 
of Family and Community Medicine. Currently, 
there are 7 Family medicine training centers for 
the Arab Boards in Saudi Arabia, and 5 of them are 
accredited by the Saudi Council for Health 
Specialties as training sites for the Saudi Board in 
Family Medicine. 


The need for two level of PHC/Family Medicine 
specialists was recognized early. In 1983. KSU 
started its two year masters and diploma programs 
in PHC, and in 1995 KFU had its diploma in 
Family and Community Medicine. Table 5. There 
are two other vocational training programs. One 
was the 12-month vocational training in PHC 
developed by the MOH in conjunction with the 
Royal College of General Practitioners in the U.K. 
(RCGP-UK), and local recognition by KSU. The 
other was a three-year program developed at the 
military hospital in Riyadh in conjunction with 
the RCGP U.K. where candidates become eligible 
to sit for membership of the MRCGP. 


The evaluation (of trainee) in the above fellowships 
and board programs include’ continuous 
assessment through log books, proctors reports, 
and mock examinations. The Arab Board has only 
a final exit examination at the end of the three 
years training, while all the others have end-of- 


course examinations. There are two major 
examinations, midway and final, each hasa written 


component (MCQs and patient management 
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problems + structured essays). The first major in 
KFU and KSU fellowships additionally have a 
structured oral evaluation and clinical components. 
External examiners (from USA, Europe and other 
parts of the world) have participated, and, their 
written comments have been found useful in out 
continuous program revision. 


Continuing Medical Education Programs 
(CME) for PHC Physicians. 

There are more than 4,000 physicians (4) working 
at the evenly scattered P.H.C. centers in KSA. For 
them, to become certified family physician is a 
long process. This makes it essential to establish 
CMEP relevant to their professional needs. At the © 
MOH level, established CMESs took the forms of 
structured, well scheduled programs with specified 
objectives, targets, and target dates as well as 
sporadic CME have been developed and 
implemented by the MOH jointly with University 
expertise particularly staff from departments of 
Family & Community Medicine at KFU & KSU. 
These programs are 3 days reorientation course 
dealing with principles and elements of PHC, the 
MCH, Quality management, and Bronchial asthma 
programs. The M.O.H. also produced and 
distributed freely several reference manuals and 
protocols on PHC subjects. 


The Saudi Society of Family and Community 
Medicine (SSFCM) was established in 1989 under 
the umbrella of KFU. Over the past eight years. 12 
branches have been established all over the 
country. CMEP is a major function of the society. 
Centrally the Society holds a general conference 
once every two years and an annual symposium to 
deal with one of the major issues related to the 
training or practice of Family Medicine. It also 
issues the Journal of Family Medicine which is a 
scientific refereed journal distributed to all 
members in addition to a quarterly newsletter. At 
the branches level regional clubs are formed and 
they meet regularly and have their own CME 


activities. At the University level all CMEP and 
structured courses are made accessible to PHC 
physicians. However CME is still not compulsory 
and there in no established system of continuty, 
evaluation, and accreditation. Emphasis is still on 
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A good example of CMEP disigned to PHC doctors 
through other colleague specialists is that designed 
and offered by the Saudi Eye Association. Similar 
packages need to be developed in the other field. 


knowledge but attitudes and skills are needed 
more. Traditional methods are still prevailing and 
activities taking place in the city. Ensuring 
accessibility, feasibility, and relevance is essential. 


Table - 1 
Year of establishment of the F. Med./PHC section, as part of the Family and Community 
Medicine Department in the College of Medicine in Saudi Arabia. 


College & Year of Year Family 
establishment Medicine/PHC 
Established Province 


King Faisal, 1975 Eastern 


King Saud, 1968 Central 


King Abdul Aziz, 1975 Western 


King Saud — Abha Southern 
Branch, College of Medicine, 1981 


Table - 2 
Basic Structure of Undergraduate curriculum in F, amily & Community Medicine 
Available in the four Medical Colleges in Saudi Arabia 


Credit Hours 
(Unit) Year available 
Biostatistics and 


Epidemiology 2nd or 3rd 


PHC principles and 
Elements* 


Field Work 
(Applied PHC) 2-4 weeks 4th or 5th 


Family Medicine 
Clerkship* 


4 weeks 5th or 6th year or 
during Internship 


(*Except King Saud University) 
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Table - 3 
Evolution, Contents, & Duration of Family Medicine Fellowships and Boards in Saudi Arabia 
Programme and Date of its inception 
Subjects and their K.F.U, 


duration in Fellowship 
months 


Arab board 
of Fam.Med. 


K.S.U 
Fellowship 


Saudi Board 
in Fam. Med. 


Introduction to Family Med. 
Medicine 
Paediatrics 
Obs. / Gyn. 
Surgery 
Family Med. center attachment ieeeiaticny— 
Emergency Med. 
Psychiatry 
Dermatology 
Ophthalmology 
E.N.T. 


: 


Radiology and Lab. medicine 
Attachment to I. S.H., CCD units 


Community med. courses** 


Research project 


ol 


Elective 


Total duration in months 


I = Industries, S.H. = School Health, & CCD = Control of Comm. Diseases 
Statistics, Epidemiologies, Research methods, Occupational and Environmental Health, 
MCH, Ethics & Law, Health management, and Education methods. 


Table - 4 
Annual Enrollment and number of registered and graduated candidates from the different programs 


KFU Arab K.S.U. 
Fellowship Board Fellowship 


98 ee eae aE 
64 sal erie cardpme 


Annual Enrollment* 


¢ No. of registered Candidates* 


e No. of Graduates* 


¢ Residents can register in different programs simultaneously and achieve more than one degree. 
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Table -5 


Evolution, Contents & Duration of Family Medicine Diploma Programmes in Saudi Arabia. 


Programme 


Subject and duration in months K.S.U. Diploma K. F. U. Diploma 
(1983) (1995) 


Emergency Medicine 


a 
Community Medicin a 


Paediatrics 


Family Medicine Health Care 


Total duration in months 23 


Resident can select one or more of the following : Psychiatry, E.N.T., Ophthalmology, Dermatology 


DISCUSSION values, exemplar of attitudes and champion of 
The paper documented theevolution,development Standards. He should also be a motivation, 
and contents of F. med. C.M.E, and training knowledge and skills disseminator, assessor anda 
programs in Saudi Arabia. Several factors researcher(15). The Scientific Council of the Saudi 
contributed to the initial success. These include Board of Family and Community Medicine 
early establishment of F. med. departments (S.C.S.B.F.C.M.) has already started in this 
conjointly with community medicinethus unifying direction but more is still required. A relevant core 
efforts and resources and ensuring curriculum of CMEP has to be developed through 
comprehensiveness and _ relevance of 4 cooperative effort between the SSFCM and 
undergraduate and later on postgraduate © SCSBFCM Universities who are well represented 
programmes. The mix of expertise and culturesof in both can play a major role in that. Such a 
the staff enriched the programmes. The programme should specify what is to be given, for 
involvement of programme residents and related | whom, why, when, where, and how. The World 
specialists from other departments waselemental Organization of family physicians (WONCA) 
for the success. However, in view of the expansion document on distance education (16) could serve 
in programmes, training sites and trainees as a guideline. Motivating PHC doctors to 
emphasis should be more on improving training undertake CMEP requires legislation anda system 
sites, and using multiple qualitative techniquesin for accreditation. The Saudi Council for Health 


ae them including participantobservation, Specialties and the SSFCM are expected to 
bi . Sty Snes long interview andanalysisof | undertake this task with support from the MOH, 
y texts (11). Professionaldevelopmentoftrainers, | Universities and other health care agencies. This 


el mtg an standardized assessment __ 1S expected to raise the standards of practice and 
sessing clten ti a i enable them to help hence the quality of care. Developing PHC through 
Peaiditons enc S aoa 8, provide timely honest education is a recognized effective approach (17,18). 
feedback (12) Snhe er them positive critical Basic qualification through acquiring a specified 
deneiitihi This ine neing procedure training is | Number of credit hours of distance learning is 
dee corriculur, nae ga agreeing on a core worth considering in order to meet the target of 
dette. $5. ensure im ‘esate and dedicated ensuring ; basic reorientation and attitude and 
Giutly medicine se mW alie di (13-16). The skills development for PHC physicians in ashorter 
doruniais ical teacher needs to be period of time. WHO & WONCA jointly 

ped to serve a role model, embodiment of | recommended that “Continuing medical education 
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be centered on the performance of doctors in 
meeting peoples needs CME should include where 
necessary a commitment to change existing 
practice in response to the needs in individuals 
and communities. Each discipline including family 
medicine should accept responsibility for planning 
and delivering its own CMEP” (19). Stronger links 
with related Associations and Societies like 
WONCA and WHO are essential at both central 
and regional level. They can contribute and enrich 
our experience through their views, publications, 
and active participation in educational activities. 
At the undergraduate level there is a need for 
frequent evaluation of the F. med. curriculum and 
teaching methods. Family and Community 
medicine departments at the different colleges 
may consider agreeing on a common relevant core 
of F. med. knowledge, attitudes and skills for the 
student clerkship. This was found to be a useful 
process (20). In conclusion the one thousand miles 
step have started and there is still along way to go. 
This will require sincere efforts and commitments 
from all concerned at different levels however it 
sounds to be challenging but promising. 
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FAMILY MEDICINE PROGRAMME IN INDIA 
AT CHRISTIAN ACADEMY OF MEDICAL SCIENCES (CAMS) 
Dr. Thomas Sen Bhanu* 


Collaborators : 
— Christian Medical College, Vellore 


_ Christian Medical College Ludhiana and 

—  Miraj Medical Centre, Miraj & 

— Selected Voluntary / Mission Hospitals 

Linkage with : 

—  Tribhuvan University, Kathmandu 

— University of New Mexico, Albuquerque, N. 
Mexico 

Aim: 

a. To train "“multispecialty specialists" of 
postgraduate level with vision, training, 


competence for primary /secondary level 
hospitals. 


b. Human Resource development to provide 
Family Physicians in Urban/ Rural areas as 


specialists. 

Object : 

1. Low cost 'multispecialty' health delivery 
system 


2. Traineesto have academic and job satisfaction 
for long term service in needy areas 


3. Present trainees to be future trainers 


Curriculum : 


3 year 3 component - Residential 


A. Core Subjects: Medicine, Surgery, Obs & 
Gyn. Child Health (Emphasis on Basic 
Philosophy of Community Medicine ) 


B. Ancillary Subjects: Hospital Management, 
Medical Records, Laboratory, Surgical and 
Medical Specialties 


C. Complementary Subjects : Ethics, Socio 
Economic values, Rational Drug Usage and 
Treatment, Leadership Training. 


* Coordinator-CAMS, Sponsored by 
Programme of 3 years leading to Fell 


Resource Centres (R C) 

The Teaching Hospitals of CMC Vellore, CMC 
Ludhiana and Miraj Medical Centre, Miraj 

1. One year of training in these tertiary areas 


2. Enrichment of core subjects and emergencies 
Special courses in complementary subjects 


3. Basics in Ancillary Subjects 


Senior academic staff for training and 
evaluation of trainees 


Field Training Centres (F T C) 

Two-third of the Course in Residential Training 
under selected mentors (Faculty) in accredited 
hospitals in locations and similar ethos where the 
trainees are to serve eventually. 

Assessment : 

Throughout at RCs and FTCs (internal) by mentors 


Postgraduate level examinations in core subjects 


— Theory, Practical 


— Check list (log book) in each subject testing 
skills to be acquired, certified by the Mentor 


— Trainees assessing Mentors and Training 


Eligibility for Training : 

— MBBS or equivalent 
Medical Council Registration 

— Two years minimum experience in 
sponsoring hospitals desirable 

— Sponsored candidates preferred 


Highlights : 


1. First 'Multispecialty specialty’ programme 
in India for Family Physicians 


2. Committed persons selected for needy areas 


Human Resource Development for rural 
urban Family Health Care 


4. Avenues for postgraduate studies for Family 
Physicians 


Christian Medical Association of India, Multispecialty Postgraduate full-time Residency 
ow Christian Academy of Medical Sciences (FCAMS) 
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5. Utilization of untapped hospitals: and 
consultants for training candidates 


6. Wider areas of training 


Cost reduction in training 
(Not University controlled + 5&6) 


8. Trainee satisfaction - higher income + 
qualification 


9. Trainees becoming future Trainers of 
programme 


10. Curriculum adaptable to needs 
Future of Programmes : 


1. Awareness building of 'multispeciality 
specialty’ 


2. Acceptance for appointment in NGO and GO 
Recognition from Statutory/ Academic Bodies 
4. National and International Linkage 
— faculty exchange 
— student elective postings 
— exchange of views 
5. A Body for International Accreditation 
— WONCA 
— WHO 
6. Financial support where needed 
Follow up programme 
— CME 
— Correct placements 
— Inservice training, Faculty visits 
— Support individual initiatives 


— Incentives to participating hospitals and 
faculty 


BESIDES IMA COLLEGE OF G.P. 


CMCH Vellore 
CME course in progressive General Practice. 


— 12 modules in each cycle 
— Fourth cycle continuing 
GPA Greater Bombay 


— One year weekend contact course of its 
members 


a Several other course 


FCAMS 
Fellowship of Christian 


Academy of Medical specialties 


IAGP Bangalore 
—  FFPAIT 


- AFI 


Individual Practitioners encouraged to 
become members IMA 

Individual Branches are exposed to Academic 
lectures/seminars during members meetings 
encouraged to have meeting ofits members once in 
every month or two. 

* Establishment of or access to medical libraries 
at local branch level encouraged. 


Journal club meetings at branch level 
* G.P. present cases 
Annual conferences with academic 


Feast — Locally 
— At state level 
— National level 
— International 


* Education through audio visual media - 
1.G.N.0.V. 


Other courses being offered 

* Family planning courses 

* Lactation management course 

* Adolescent health 

* Care of torture victims 

*  #1.V. - AID's IMA programme 

* ORT and diarrhoeal diseases management 
course 

* Respiratory infection management 

* Malaria update for practitioners 

* Geriatric care courses 

Dr. A.K.N. Sinha IMA Medical Institute for 


Continuing Medical Education on the pattern of 
deemed university has been established. 


Correspondence education course of IMA 

college of General Practitioners 

— Six trimesters 

— Three months each 

— Covers from basic sciences to relevant clinical 
sciences 
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Course recognized by M.C.I. 


As post graduate educational activity in general 
practice 

Short term hospital attachments 

Arranged for interested doctors 

Audio taps, video taps, monograph series 
Examination for fellowship 

F.C.G.P. / Honorary F.C.G.P. 

Conducted twice every year since 1977 


Several thousand and candidates have taken 
it up till date. 


Not yet recognized as Diploma or degree 
But it certifies one as better amongst the good 
- Training Streams: 

Preceptors 


— Hospitals 
Correspondence 
Self 


I.M.A. College H/Q at New Delhi is the apex body 
for planning and coordinating to avoid duplication. 


Dean of studies and the faculty members from all 
the specialities including family medicine and 
general practice. 


At State Level 
Director of studies with the faculty members from 
different specialties 


At IMA local Branches Level 


Deputy Director of studies and Executive body 
members 


Medical journals provided to each and every 
member 


* 


Regularly 
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* — At the door steps 


J.I.M.A. has G.P. forum pages family medicine 
India J. of IMA CGP 


is C.M.E J. of the college for its members 
Annals of academy : CME J. of IMA Ams 
CME in India 

Dr. S. K. Bansal 

Hony. Prof. FAM. MED. 

President A.F.I. 


The ministry of health & family welfare, Govt. of 
India has been supporting. 


India Medical Association with a membership 
strength of more than 


15 Active. 12,000 local branches is active 
IMA College of General Practitioner 

EBS 5 532. 30 years old 

Involved with C.M.E. ........ 

IMA Academy of medical specialties 
coordinates C.M.E through 


National academy of medical sciences regularly 
sponsors CME activities 


— . Medical council of India has made specified 
hours of self study annually as compulsory 


requisite. 
I am here to speak, one CME in India 
I strongly believe that any lifelong learning really 
occurs in the willing mind, but not in the physician 


structure of classroom / conference room / clinic/ 
residence. 


We cannot achieve the objectives of CME by simply 
exposing more practitioners to more opportunities. 
It is made use of only by those who believe in the 
prayer ‘OH LORD’. 


Thursday, Feb. 12, 1998 
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WORKSHOP SESSION -I 


Policy implementation of Family Medicine Training in MESAR 


Chairman =: National Prof. Nurul Islam (Bangladesh) 
Dr. Alfred W. T. Loh (Singapore) 


Moderator : Dr.S. K. Bansal (India) 


Open Forum 


Dr. M. Tariq Aziz 


14:00 Hrs ¢ Policy on Implementation of Family Medicine 


in WONCA-MESAR 


14:10 Hrs ¢ Health Care in Bangladesh & WHO-WONCA 


Vision 


Dr. M. Faruq U. Chowdhury 


14:20 Hrs ¢ Introducing Teaching on Family Medicine in Dr.Colin Bullough 


the undergraduate course 


14:30 Hrs 


¢ Prospective Health Legislation pertaining to Dr. B. Desmond J.S. Fernando 


Family Practice 


14:40 Hrs ¢ Policy on Implementation of Family Medicine 


for WONCA MESAR 


14:50 Hrs. 


GROUP DISCUSSION 
GROUP - A,B,C 


15:00 Hrs. 


16:00 Hrs. 


Presentation by the Group Leaders 
Discussion and Moderation 
Misuse of antibiotics — an update paaebentncr seta 


18.00 Hrs. 


18.30 Hrs. 
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FOR WONCA-MESAR 
POLICY IMPLEMENTATION OF FAMILY MEDICINE 
PRESENT STATUS OF FAMILY MEDICINE IN DEVELOPING COUNTRIES 


Dr. M. Tariq Aziz* 


INTRODUCTION 

The need to implement Family Medicine arises 
because there is no teaching or training at 
undergraduate level in Family Medicine in most of 
the countries located in Middle East and South 
Asian Region. Same is the case of post graduate 
training which is available to a limited extent in 
some countries. Due to lack of proper training at 
undergraduate and post graduate level 80% of 
population could not get optimum health care. 
Other specialities resist implementation of Family 
Medicine as they feel 'Family Medicine’ may 
dominate other specialities. There is no chair of 
Family Medicine in most of the ' Medical Colleges' 
in Pakistan and thereis no system of ‘Certification’ 
for Family Physicians. PROCEDURE for 
implementation of Family Medicine requires 
urgent steps through the "Working Group’ formed 
from the region and guided by WHO & WONCA. 
WHO-WONCA should sponsor this work as 
governments of MESAR may not take up 
development of Family Medicine unless forced by 
loaning agencies like I.M.F. and World Bank or 
UNICEF. Working group should be provided 
facilities of teleconferences and once a year face to 
face meeting to make implementation effective. 
Respective governments should be made to carry 
out those recommendations under the supervision 
of ‘Working Group’. Colleges of Family Physicians 
should be formed and coordinated system of 
Examination formed under supervision of WONCA & 
WHO. Research cell may be formed to organize training 
according to needs of the people in this region. 


CONCLUSION : 


Unless very serious efforts are made by the bodies 
of Family Physicians under WHO-WONCA Family 
Medicine’ shall remain most deprived speciality 
and masses of the region continue to suffer as in 
the past. 


* Most countries have no teaching / training in 


Family Medicine at undergraduate level. 


Post graduate facilities in Family Medicine 
are negligible 


No incentives for doctors who o0 


ae pt for Famil 
Medicine : 


WHY ? POLICY OF IMPLEMENTATION OF 

FAMILY MEDICINE 

* 80% of illnesses are taken care-of by Family 
Physicians 

* No system of certification exists for Family 
Physicians 


RESISTANCE TO IMPLEMENTATION OF 

POLICY 

* Most specialties feel-Family Medicine will 
dominate other specialties 

* Policy makers are from other specialties 


* There is no chair of Family Medicine in most 
medical colleges 


STEPS FOR IMPLEMENTATION IN WONCA- 


MESAR 


* Working Group of Family Physicians to be 
formed under WHO-WONCA 


* Report to be prepared-face to face meeting or 
teleconferences sponsored by WHO-WONCA 


* Working group to keep surveillance of this 
plan and report to WHO-WONCA 


As working group is aware of basic needs of 
Family Medicine it should be involved actively 
in the process 


Implementation may be enforced through 
World Bank, IMF and other loaning agencies 


If difficulties arise a 'Pilot Project’ may be set up by 
WHO-WONCA with the help of working group 


Research cell or Advisory body may be formed in 
aregion or country to prepare syllabi, tailor made 
to the requirements of that region of country 


* Colleges of Family Physicians should be 
formed under WONCA-WHO to conduct 
courses and examinations 


CONCLUSION 
* SERIOUS & ORDINATED EFFORTS-WHO- 
WONCA 


Organizations of Family Physicians to 
Implement-Family Medicine and improve health 


ne 


care of masses in WONCA-MESAR region. 
* Pakistan Society of Family Physicians 
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HEALTH CARE IN BANGLADESH & WHO-WONCA VISION 
Dr. M. Faruq U. Chowdhury* 


INTRODUCTION : 


Bangladesh has endorsed the World Health 
Organization (WHO)’s slogan ‘Health For All’ by 
the year 2000 AD’ (HFA/2000) of 1977. It is 
pledgebound for implementation of Primary Health 
Care (PHC) as the key to attain HFA/2000 since 
it’s signing the historic Declaration of Alma-Ata at 
the International Conference on PHC on 12 
September, 1978 held in capital Alma-Ata of 
present Kazakhstan. Subsequently country’s 
health care delivery system has been stratified as: 
primary, secondary and tertiary levels and 
necessary organizational as well asinfrastructural 
set up has been developed not awaiting national 
health policy. Besides providing usual health care 
government has tried for functional improvement 
of health care by launching various pilot projects 
in collaboration with its development partners 
over recent years. 


Situation Review : 

In terms of Health For All (HFA) Global Indicators, 
Bangladesh achieved progress in access to safe 
drinking water (97%), <1 year full immunization 
(59%) under expanded programme ofimmunization 
(EPI), infant morality rate (IMR-83/1000) and life 
expectancy at birth (57 years) with relatively 
considerable percentage of national health 
expenditure (5%) during the period 1990-96. 
Achievements for adequate sanitation (48%), births 
attended by trained personnel (14%), maternal 
mortality (MMR-85/1000), adult literacy (38%) 
and per capita gross national product (GNP- 
US$240) are still alarming. Presently contraceptive 
prevalence rate (CPR) is 49% but requires further 
attention to achieve government’s aim for net 
reproductive rate 1 by the year of 2005 AD. The 
fertility rate has declined from 6.3 in 197 1-75 to 
3.3 in 1994-96. The under-five mortality rate 
(U5MR) has declined from 247 in 1960 to 211 in 
1980 per 1000 births. In 1996 this figure came 
down to 112 with which Bangladesh stands at 
serial 44 globally and at serial 5 regionally in U5MR 
Rankings. Despite these, Bangladesh still remains 
as one of the few countries where life expectancy at 
birth is lower for females than males. Higher 
percentage of low birth weight (LBW-50%) and 
moderate & severe (M+S) under weight <5 children 


* The College of General Practitioners of Bangladesh 


(58%) in South Asian Countries indicate 
Bangladesh having poor nutritional status in the 
region (Table-1 & 2). 


The information above indicates that the situation 
has improved following developmental initiatives 
but not significantly even in presence of relative 
infrastructural/organizational adequacy. While 
progress was satisfactory regarding reduction in 
fertility and child mortality, progress was 
inadequate regarding maternal mortality and 
morbidity. Other issues of concern are overall poor 
utilization of government services, as well as cost- 
effectiveness, sustainability, and quality of services 
resulting from deficiencies in the structure as well 
as management of health services and at the same 
time inadequate attention to the psycho-social 
aspect ofhealth according to its definition. Existing 
curriculum for under graduate medical education 
can not enable future doctors to be more responsive 
towards the actual health needs of the community. 
So, those who (i.e., general practitioners/family 
physicians) are engaged in health service delivery 
for vast majority people/community as a whole can 
not extend effective care. Moreover large numbers 


_ of general practitioners/family physicians are 
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outside the national health service and there is 
limited scope for updating themselves with recent 
advancement. WHO’s suggestion for Re- 
Orientation of Medical Education (ROME) to 
produce graduate and postgraduate doctors’ 
possessing appropriate ethical, social, technical, 
scientific and management abilities in 
comprehensive health system based on PHC is yet 
to be addressed. There is need for more skilled 
general practitioners/family physicians in the 
context of Bangladesh; but attention is being paid 
to produce more specialists rather than generalists. 
While other parts of the world including advanced 
countries are much ahead in obtaining more value 
in their health care output by conceptualization 
and utilization of the essence of field of general 
practice/family medicine and producing more 
generalists, Bangladesh in the region is losing 
much due to lack of appropriate attention from 
concerned bodies though situation is rapidly getting 
reverse in neighbouring countries. In Bangladesh, 
national health care is not yet considered by the 
mass people as their first choice; individuals/ 
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families of the community could not accept it as 
their own and care providers could not succeed to 
bring the community closer to them. Such gap 
between care-provider and care-seeker hasresulted 


in under utilization of public facilities reflecting 
achievement of PHC at unsatisfactory level. 
Situation claims immediate action towards reform 
measures to bring change. 


Health for all global indicators in Middle East & South Asia region countries 


Health Status Socio 
olicy 


MESAR 
Countries 

otNat | Fo er esseae) | cpr | uBw | mes | 100 |/no0000| Expect [Literacy | Capital 

(1990-96) | (1990-96) | by trained (90-97)} (90-94) | Under } (1996) | (1990) |; (1995) 

Barsornel Wt. U5 
(1990-96) (90-97) (1995) 
Safe | Adeq BCG are oo 
Watr | Sanit 

radon) =| es | oe [ me | ar fo | an | oo] ne | a0 | | |) 
nan |e [-[-| | -[w]m [olen] | —[e[@[o | [rw 
omen | o [fo] ss fofo[o| w| — [ono fro] [a | om 
oe |? [= fe] =[=[@lofal als | =| a | mole | @ | ow 
im [2 [mle] = [m|~[m|s] | >| |=] m| | o fimo 
a 
ee 
wan | s [w [> { o[-[ofoofe] [| [a | wo] @ | or [amo 
come | [= [= [om | [ifn] [oe 6 [oe fs | [oe | [ren 
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— Data not available 


x Data that refer to years periods other than those specified in the column heading, differ 
from the standard definition, or refer to only part of a country. 
Data : Source : The State of Worlds. Children (1998), UNICEF 
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Table-II 
Under-five Mortality Rate (U5MR) Changes in South Asia Region 


Bangladesh Bhutan 


Afghanistan 


+ 
1 


Ad 
5 


U5MR Rank (Global) 
U5MR Rank (Regional) 


Measures : 

Government has constituted a High-Level 
Committee (HLCOM) headed by country’s Minister 
for Health & Family Welfare to design appropriate 
recommendations and approach for organization 
and management reform of the health and family 
welfare sector. HLCOM set a number of vision 
goals. 


Vision goals may be outlined as: I) A physically, 
healthy, sound and socially & economically 
productive population; ii) Developing and laying 
out a comprehensive primary, secondary and 
tertiary health care system including strong 
referrals and thus delivery of services in a most 
efficient and cost effective manner; iii) Significant 
reduction in infant, child and maternal mortality; 
iv) Informed, proactive couples, particularly 
women, seeking and using appropriate and 
effective family planning/maternal & child health/ 
reproductive health services; and v) Fertility 
approaching replacement level. 


, 


These goals lead to a number of broad objectives 
based on which views and options, formulated 
after series of expert reviews, are concerned broadly 
with service delivery system, health care and 
accordingly development of human resource (i.e. 
medical education/training) issues, etc. that are 
now under the consideration of policy makers. 
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eoee Fe) 


iritiis 


TiITTII III iii co 


TItTiIIII III Iii ii iii 
CSS SSSR SSS SSS S SSS SSS SSS SSSSe5ee 
Hee 


India Maldives Nepal Pakistan Sri Lanka 
46 61 42 33 136 
6 af 4 2 8 


Options thought for reorganization/restructuring 
service delivery system are: (I) keeping it as it is 
with possible modifications; (ii) restructured/ 
reorganized framework (consolidated health and 
family planning management); (ii1) management 
by local government; and (iv) expanded & focused 
framework (by proposing 3 separate directorates — 
one for education/training, one for primary health 
care and one for hospitals). 


Provision of essential service package (ESP), as 
per intervention described in the World 
Development Report-1993, encompassing services 
of behaviour change communication, reproductive 
health care, child health care, communicable 
disease control and simple curative care has been 
suggested for the people at one-stop service points 
with acceptable quality and equity. 


Outcomes of the World Summit of Children (1990), 
the Program of Action of the International 
Conference on Population & Development (ICPD- 
1994) and similar others have been reviewed while 
formulating reform modality. 


Government accepted HLCOM recommendations 
on principle and approved country’s Health & 
Population Sector Strategy (HPSS). Highlights of 
HPSS objectives are — 1) maintenance of the 
momentum of efforts to lower fertility and 
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mortality; ii) reduction of maternal mortality; and 
iii) reduction in burden of communicable diseases. 
These objectives have specific focus on ensuring 
access by disadvantaged groups to high quality 
and client centred services. 


Accordingly country’s 5th Health and Population 
Programme (HAPP-5) is under the process of 
appraisals for its implementation from July 1998. 
HAPP-5 is based on sector wise management 
approach for which policy/strategy, planning, 
implementation, management of resources will be 
dealt in a more comprehensive and integrated 
way. Main objective of HAPP-5 is to ensure 
universal access for the people to essential health 
care services of acceptable quality and to further 
slow population growth. Reduction of infant 
mortality and morbidity, reduction of maternal 
mortality and morbidity, improvement of nutrition 
status and reduction of fertility to reach 
replacement-level fertility growth by the year 2005 
remain the important basis of HAPP-5. To make 
HAPP-5 pro-poor and pro-gender is being tried. 


Meanwhile cabinet has approved national policy 
for food and nutrition and accordingly Bangladesh 
Integrated Nutrition Project has been initiated. 
Government has accepted a national policy for 
AIDS prevention and accordingly a National Plan 
of Action has been formulated. A high level steering 
committee has been formed to formulate measures 
in the context of arsenic pollution. Parliament 
recently approved a bill for establishment of a 
medical university in the country. Long awaited 
national health policy is expected to be announced 
soon. 


4.Reviw of WHO-WONCA Vision 


The World Health Organization (WHO) and the 
World Organization of National Colleges, 
Academics and Academic Associations of General 
Practitioners/Family Physicians (WONCA) met 
at a conference in Ontario, Canada (06-08 
November 1994). WHO has a long standing 
commitment to primary care as the means by 
which the goals for HFA could be achieved. WONCA 
is committed to bring what it perceives to be the 
benefits of family medicine to all the nations of the 
world whatever their stage of development and 
has potential to contribute to the global debate on 
healthcare reform through its member 
organizations representing 150,000 general 
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practitioners/family physicians around the world 
in more than 55 countries. These two organizations 
are thus natural allies that can complement each 
other. The achievement of an acceptable standard 
of health for individuals and populations around 
the world, which is common goal of both WHO and 
WONCA, is hampered by unequal access to health 
care services, inefficient health care systems, rising 
costs (especially in tertiary care hospitals) and the 
rapid growth of physician workforce, its 
maldistribution and its inappropriate generalist/ 
specialist ratio. Inthis background WHO-WONCA 
Conference formally stated its vision, identified 
elements for reform and formulated element wise 
recommendations for specific actions based on 
which a joint strategic action plan has been 
developed to help governments/relevant bodies. 
Participants of this conference were-government 
health officials/policy makers, medical educators, 
practising doctors (family doctors/public health 
doctors/ specialists), consumer advocates, etc. and 
all recognized that lasting and worthwhile reform 
was only possible through a partnership of these 
constituencies. The participants encouraged WHO 
and WONCA to widely distribute this document to 
governments, policy makers and other relevant 
bodies. 


The following is the WHO-WONCA Vision 
Statement : 


4.1 Vision Statement 


To meet people’s needs, the fundamental change 
must occur in the health care system, in the 
medical profession, and in medical schools and 
other medical institutions. The family doctor 
(general practitioner/family physician) should have 
a central role in achieving quality, cost 
effectiveness, and equity in health care systems. 
To fulfill this responsibility, the family doctor 
must be highly competent in patient care and 
must integrate individual and community health 
care. 


WHO-WONCA Vision Statement address the 
elements as health care system, medical practice 
and medical education for reform and formulation 
of element wise recommendations for specific 
actions directed at policy makers, professionals, 
medical educators and the public at large. 
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4.2 Elements 
4.2.1. Optimal Health Care (System) 


Cost effective public health and personal services; 
financing policy that promote health; an emphasis 
on primary care; appropriate use of secondary and 
tertiary care service; a health workforce properly 
educated and distributed; adequate data for 
physician workforce planning, and public fund for 
training more family doctors. 


4.2.2. Optimal Medical Practice (Practice) 


Medical practice responsive to individuals and 
communities; every person knowing his or her 
family doctor or primary care provider and known 
personally by him or her, well trained family 
doctors that provide quality primary care. 


4.2.3. Optimal Medical Education (Education) 


Medical education responsive to people’s needs; 
undergraduate medical education and medical 
practice closely linked; family doctors trained in a 
relevant spectrum of skills; medical schools that 
emphasize primary Care, health services, and 
population research 


4.3 Element wise recommendation : 
WHO-WONCA’s recommendations on reform for 
health care system, medical practice and medical 
education may be summarized under following 
heads : 


4.3.1. Health Care System 


1. Accept that healthcare must change 

2 Link funding policies to defined needs 

3 Reward effective public health and primary 
care 

4. Implement workforce reform 

5. Define the status & role of family doctors 

6. Use specialist services more appropriately 


4.3.2. Medical Practice 


7. Test new model of integrated care delivery 

8. Use both community and practice based 
analysis of people’s needs to provide relevant 
standards of practice 

9. Use well-trained family doctors to provide 
better quality care most cost effectively 

10. Encourage all patients to identify with an 


individual family doctor 
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11. Establish colleges/academics of family doctors 
in all countries 

12. Family doctors should demonstrate their 
continuing competence using valid and 
reliable methods self assessment 

13. Ensure that remuneration systems of 


physicians do not distort health care priorities 
based on need 


4.3.3. Medical Education 


14. Judge medical education by its relevance to 
people’s needs and its applicability to medical 


practice 


15. Recognize family medicine as a special 
discipline 

16. Basic medical education (undergraduate) 
should provide a relevant foundation for 


subsequent specific training 


17. The discipline of family medicine should be 
taught in every medical school and provide a 


generalist/specialist balance 


18. Every country should provide specific 


postgraduate training in family medicine 


19. Continuing medical education should focus 


on performance improvement 


20. More emphasis should be placed on health 
services, population based and primary care 


research 


21. Information and examples of excellence 


should be gathered and disseminated 


CONCLUSION : 

Atthetime of starting in 1977, HFA/2000 initiative 
had twenty-three years for its achievement. 
Twenty-one years already passed leaving 2 years 
only. May be some-what delayed, achievement of 
targets of HFA is an essential necessity for 
countries of the world. So, a renewed call for HFA 
initiative is inevitable. In response to world wide 
rapid changes in the determinants of health a new 
global health policy (translated into new strategies, 
actions and responsibilities) together with global 
health charter is a subject for consideration of the 
World Health Assembly. Ensuing HFA policy/ 
health charter will emphasize adjusting strategies 
and developing innovative approaches to sustain 
the progress made over the past decades, and to 
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correct some of the currently observed negative 
trends in health. 


National Health Policy is yet to be announced but 
the Government of Bangladesh has been pursuing 
a policy of providing health care to its people based 
on the principles of universal coverage and 
accessibility, optimum utilization and development 
of human resources for health, improvement of 
quality of life, priority service to the most vulnerable 
groups including children and poor, gender equity, 
appropriate use of technology, and promoting 
health as an integral part of overall socio-economic 
development. 


To achieve the fundamental changes according to 
vision goals set for Bangladesh (ref.3.Measures) 
require nothing less than a revolution in the health 
care system from problem-oriented, technology- 
driven, specialist-controlled medical care to a 
health care system that is family-and-community- 
oriented, focused on personal service, and built 
upon a strong foundation of primary health care. 
In this case change and reform require in each of 
three areas- health care system, medical practice 
and medical education that are truly inter- 
dependent-change in each one requiring change in 
others. Already 4 options have been proposed for 
reform in health care system. For development of 
human resource to carry out and cope with the 
change medical curriculum should accordingly be 
reviewed. Curriculum should enable the service 
providers to provide ESP effectively and 
qualitatively through efficient medical practice. 
On summagization, the reform process presently 
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going on in Bangladesh may be discussed under 
the heads as that done in the WHO-WONCA 
Vision Statement (i.e., system, practice and 
education). ROME and establishment of family 
medicine, either under separate department or 
jointly with community medicine under one 
department at undergraduate level and supporting 
family medicine/general practice study at post- 
graduate level may significantly contribute in 
producing future doctors with a new role as well as 
with new skill-mix (i.e., ‘five-star doctors’ having 
attributes of care-provider, decision-maker, 
communicator, community leader, manager that 
is central to the optimum medical practice- as 
advocated by the WHO) to be more responsive to 
family and community health needs including its 
psycho-social aspects. 


In Bangladesh, appraisals are going on proposed 
HAPP-5 for necessary adjustments. In connotation 
with the idea of WHO’s goal for HFA, Bangladesh 
feels its constitutional obligation to provide optimal 
health care for attaining by all citizens of the 
country a level of health that would permit them 
to lead a socially and economically productive life. 
Consultation with international resolutions of 
World Summit on Children/ICPD/similar others 
enriched the current process of country’s health 
care reform. At the same time taking WHO- 
WONCA Vision for its element wise 
recommendations into account would contribute 
much in this reform process and thereby in 
country’s entering with renewed HFA initiative 
into the next millennium. 
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INTRODUCING TEACHING ON FAMILY MEDICINE INTO THE 
UNDERGRADUATE COURSE. 


Dr. Colin Bullough 


Currently medical college teachers in Bangladesh 
are not attuned to the idea of family practitioners 
becoming involved in undergraduate medical 
education. To hasten the time when this will 
happen some conscious use of strategies is required. 
The teaching of primary care is at present the 
responsibility of the departments of community 
medicine. Family practitioners should attempt to 
make themselves more visible to the teachers of 
this department. This could be done by volunteering 
to help with the organisation and supervision of 
the students’ family attachment. Also opportunities 
for students to voluntarily spend time with a 
family practitioner during vacation time could be 
offered. This was one way in which family 
practitioners in the UK first became involved in 
undergraduate teaching. 


There alsois aneed to become involved in academic 
debate on the subject. Meetings of the National 
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Association of Medical Education would be a good 
forum to debate the issue. The College of General 
Practitioners could also mount independent 
workshops devoted to the matter or members 
could submit articles on the subject to authoritative 
journals. 


Individual persons in positions of authority need 
to be involved by making personal contact. Deans, 
principals and staff of the Centre for Medical 
Education could give powerful support if convinced 
of the idea. 


In debate on the subject it must be emphasised 
that if curriculum development is done by the task 
analysis method then it is the tasks performed 
daily by family and general practitioners which 
should be given highest priority. In taking these 
steps lessons from the theory of change should be 
utilized to increase the chance of success. 
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PROSPECTIVE HEALTH LEGISLATION 
PERTAINING TO FAMILY PRACTICE 
IN SRI LANKA 


Dr. B. Desmond J. S. Fernando 


WANTS & NEEDS 


Requests from Family Physicians- 


1. Recognize family Medicine as a discipline 
contributing to the health services of the 
country. 

2 Prevent ‘quacks’ from practising medicine. 

3. Prohibitive penalties for 'quacks' who practise 


medicine. 


Requests from the Department of Health 
services 


1. Make the department aware of what family 
doctors are doing. 
2. Makeavailable health statistics ofthe private 


sector to be included 


in the national statistics. 


Requests from the general public- 


1. Have a scheme where any patient can 
recognize a registered medical 
practitioner. 
2. Donot allow quacks to practise. 
3. Reasonable charges for health services in the 
private sector 
New Legislation 


An Act to provide for the establishment of an 
Authority to Monitor, Supervise, and Inspect 
Private Medical Institutions and for all matters 
connected therewith or incidental thereto. 


Registration 


On and after the coming into operation of this act, 
no premises shall be used for the purpose of 
establishing or maintaining a private medical 
institution unless such premises and the person 
establishing or maintaining such private medical 
institution at such premises, are registered with 
the Authority under this act. 
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Definition 

Private Medical Institution means any Institution 
or establishment used or intended to be used for 
the reception of, and the providing of Health 
Counselling, Medical Consultations, Preventive 
Medicine, Health Promotion and the providing of 
medical and nursing care and treatment for persons 
who wish to improve their Health and or suffering 
from any sickness, injury or infirmity- 


Inclusions 

A Hospital, Nursing Home, Maternity Home, 
Medical Laboratory, Dispensary and Surgery, 
Dental Surgery, Consultation Room, Immunization 
Clinic, Health Promotion Center, an Institution 
that provides Modern Medicine Care in addition to 
Ayurvedic Care and or Homeopathic Care, an 
Institution that provides Medical Consultation 
via the Electronic Media on an individual Doctor- 
Patient basis- 


Exclusions 


But does not include a House of Observation, 
Mental Hospital, Nursing Home, Dispensary, 
Medical Center, or any other premises maintained 
or controlled by the State, any Private Dispensary 
or Pharmacy or Drug Stores exclusively used or 
intended to be used for Dispensing and Selling any 
Drug, Medical Preparation or Pharmaceutical 
Product, or any institution or premises registered 
for any purpose under the provisions of the 
Ayurvedic Act No. 31 of 1961 and the Homeopathic 
Act No. 7 of 1970. 


Constitution of the Authority 


The Private Medical Institutions Authority shall 
consist of- 


(a) the following members to be appointed by the 
Minister- 

(i) a representative each from the following 

Associations nominated by the respective 

associations- 
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(A) Sri Lanka Medical Association 

(B) Independent Medical Practitioners 
Association 

(C) College of General Practitioners of Sri Lanka 

(D) Sri Lanka Dental Association and 

(E) Sri Lanka Nursing Association. 

(ii) three persons from among those who have 
rendered distinguished services in the field of 
Accountancy, Law, and Management: 

(iii) three representatives from the Association of 
Private Hospitals and 
Nursing Homes: and 

(b) the following ex-officio members- 

(1) the Director-General of Health services: and 

(ii) the Director Private Medical Sector 
Development. 

Objectives 

(a) the development and monitoring of the 
standards of institutions; 

(b) the evaluation of standards maintained by 
institutions; 

(c) to ensure that minimum qualifications for 
recruitment and minimum 
standards of training of personnel are adopted 
by institutions; 

(d) the promotion, improvement, and regulation 
of working conditions of the 
personnel referred to in paragraph (c) and 

(e) to ensure quality of patient care services 


rendered or provided by institutions. 


Duties and Functions of the Authority 


(a) 


(b) 


(c) 


(d) 


the registration, renewal of registration and 
supervision of institutions; 


the formulation of quality assurance programs 
for patient care in institutions and monitoring 
same; 

the maintenance of the minimum standards 


for recruitment of all staff engaged or 
employed in such institutions; 


the collection and publication of relevant 
health information and statistics, 


(e) 


the implementation of a method of grading 
according to the facilities offered by 
institutions: and 


any other functions as may be necessary to 


achieve the objects as referred to in 
section 4.. 


Rules 


The Authority may make rules in respect of all or 
any of the following matters:- 


(a) 


(b) 


(c) 


(d) 


(e) 


(f) 


(g) 


(h) 


(1) 


(k) 


the maintenance of records, books, registers, 
bills, receipts, returns, statements, forms 
and other documents by the institution: 


the reports, returns, statements and other 
information required to be furnished 
periodically by an institution to the Ministry 
of the Minister; 


the minimum size of wards or rooms and the 
minimum floor space which should be 
allotted for each patient; 


the provision of adequate lavatory and bathing 
facilities for patients and persons 
employed in such institutions; 


the machinery, equipment, devices, utensils, 
apparatus, crockery, fittings, furniture and 
other requisites of general or special nature; 


the immunization of personnel employed in 
such institutions against communicable 
diseases or other specified diseases; 


the prohibition or restriction of admission of 
midwifery patients, except to a maternity 
hospital or such other institution having 
separate and other exclusive facilities for the 
reception and treatment of such cases; 


the prohibition or restriction of the admission 
of cases other than midwifery cases to a 
maternity home or to such other institution 
having separate and exclusive facilities for 
the reception and treatment of maternity 


cases. 


the definition of the specialized departments 
and ancillary services that should be 
maintained in terms of special fields of 
treatment; 


the disposal of sharps, disposable equipment, 
refuse and waste matter; _ 
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(1) 


(m) 


(n) 


(o) 


(p) 


the provision of sinks, taps, and water outlets 
in wards, kitchens, bathrooms, and latrines 
in proportion to the ratio of patients and 
personnel employed therein; 


the provision of housing, residential quarters 
or transport facilities for the personnel 
required in emergencies; 


the regulation and maintenance of dietetic 
standards conducive to the state of health 
of patients and personnel; 


the insistence, direction and enforcement of 
the employment of competent personnel 

or persons with specialized or expert 
knowledge for the maintenance and repair of 
any building, machinery, equipment, devices, 
utensil, apparatus or fittings installed, kept 
or maintained in such institution; and 


the regulation of visiting hours and the 
number of persons permitted to stay overnight 
with a patient, in order to ensure the comfort, 
rest, privacy and the personal security of such 
patient. 


Regulations 

The Minister may on the advice of the Authority 
make regulations in respect of all or any of the 
following matters- 


(a) 


(b) 


(c) 


(d) 


(e) 


(f) 


the procedure for registration or renewal of 
registration of institutions; 


the rates, charges, and any other expenses 
which shall be recovered or received for 

any services rendered or performed by 
the Ministry of the Minister; 


the lay-out. construction, illumination, 
additions and improvements, and the 
maintenance ofcleanliness of all the buildings 
and premises of such institutions; 


the circumstances in which cases of infectious 
diseases may be admitted for treatment and 
the precautions to be taken in such event; 


the adoption of universally recognized 


precautions for the prevention and control of 
infections 


the classification of institutions into categories 
depending upon services being rendered or 
functions discharged by such institutions; 
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(g) 


(h) 


(1) 


the procedures or practice to be followed in 
entertaining any complaint against any 
institution or person attached thereto from 
any interested or aggrieved person, and final 
disposal thereof; 


charges accommodation, drugs, and services 
by institutions according to the category of 
institutions: and 


the appointment of competent officers to 
prosecute such actions instituted under this 
act. . 


Penalties 


(a) 


(1) 


(il) 


(b) 
(i) 


(ii) 


iii) 


Any person who is convicted of an offense 
under this act shall be liable on such 
conviction- 


Where the offense involves practising modern 
medicine without a license from the 
authority, to mandatory imprisonment of 
either description for a term not less than six 
months and not exceeding three years; 


where the offense involves injury to human 
life or seriously jeopardizing public health or 
public safety, to a fine not exceeding fifty 
thousand rupees or to imprisonment of either 
description for a term not exceeding three 
years or both such fine and imprisonment 


for any other offense- 


in the case of a first offense, to a fine not 
exceeding fifty thousand rupees or to 
imprisonment of either description for a term 
not exceeding three months or to both such 
fine and imprisonment; 


in the case of a second or subsequent offense, 
to a fine not exceeding twenty thousand rupees 
or to imprisonment of either description for a 
term not exceeding six months or to both 
such fine and imprisonment; 


in case of a continuing offense, to further fine 
not exceeding one thousand rupees for each 
day in which the offense is continued to be 
committed after conviction. 
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POLICY ON IMPLEMENTATION OF FAMILY MEDICINE FOR 
WONCA MESAR 


Hony. Prof. Dr. Suresh K. Bansal D.N.B. 


The Institute of Family Doctors in India till date 
awaits appropriate patronisation. None of the 
existing medical college has graduate or 
postgraduate teaching and training programme 
in family medicine and none of the University has 
started examining for it. The National Board of 
Examinations is the only body that is examining 
candidates since 1978 for DNB Family Medicine 
(Previously MNAMS Family Medicine), a Medical 
Council of India recognised postgraduate 
examination. Indian Medical Association College 
of General Practitioners is examining candidates 
since 1977 for Fellowship examination, but it is 
yet to be recognised by Medical Council of India. 
The nonexistence of full time university 
postgraduate training programme and 
examination for MD Family Medicine has led to 
the impression that Family Medicine does not 
merit the specialty status. Moreover lack of 
classified job opportunity for postgraduate qualified 
Family Medicine specialists has further 
contributed to thisimpression and has significantly 
limited the number of medical institutions 
imparting the training in Family Medicine and 
the number of acceptors of this specialty’as a 
career. The number of those who have qualified as 
DNB Family Medicine during these twenty years 
can be counted on fingers, their ratio to population 
being 1:1 crore that is 1:10 million. 


Family Medicine practice in Indiais being managed 
by misfits. They are either those who have taken 
up general practice by chance instead of by choice, 
as left overs, without any postgraduate training or 
are those who are postgraduates in narrower 
specialties. Because of rat race for specialization 
and super specialisation in narrower specialties the 
proportion of young doctors to old timers in general 
practice is progressively reducing, so much so that 
the entity of appropriately qualified Family doctor 
is an endangered entity. It is leading to unhealthy 
trend of practitioners of other system of medicine 
and even unqualified persons active in the field 
getting the acceptartce as Family doctors, resulting 
in further erosions in this institution. On the 
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otherside, the horizons of Family Medicine practice 
are widening. There is a felt need of more and more 
postgraduate qualified Family Medicine 
practitioners, who shall be specialists in the length 
and breadth along with other specialists in depth. 
It is all the more needed because improvement in 
the standard of primary health care shall contribute 
to improvement of secondary and tertiary level 
health care. So full time university based 
postgraduate course in Family Medicine is very 
much needed. It has already been detailed and 
laid out by Medical Council of India and in fact 
some of the Universities in India are likely to come 
up with such courses in near future. 


For the present, Nepal in the only country in 
WONCA MESAR that has full time University 
based postgraduate training programmes leading 
to M.D. in General Practice and Emergency 
medicine (Family Medicine). To help 
implementation of Family Medicine for WONCA 
MESAR the student from other countries of the 
region, say from India and other desirous countries, 
be accepted in Nepal for this course. To begin with, 
it may be difficult to get fresh graduates for a full 
time training for three years, so, established and 
appropriately qualified Family medicine 
practitioners e.g. DNB family Medicine with FCGP 
from India and similarly qualified doctors from 
other member countries, selected by authorities in 
Nepal and respective countries, be accepted for a 
training in their respective countries with short 
term stay in Nepal, leading to appearance in and 
award of M.D. Family Medicine. In a time frame 
only fresh medical graduates willing to stay and 
study in Nepal for three years for such a course by 
choice shall be accepted. Once the full time 
university based training programme shall be 
introduced in other countries, doctors from these 
countries shall not be accepted to accommodate 
those from member countries without such courses. 
These doctors thus trained, qualified, and conferred 
with the postgraduate degree of M.D. Family 
Medicine shall then be available and to be utilised 
in their respective countries to manage the Deptt. 
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of General practice and Emergency medicine 
[Family Medicine] and to chair the Departments 
of Family Medicine which are likely to come up 1n 
near future in Medical institutions in the member 


countries. 


WONCA can impress upon, and member countries 
should make sincere attempts to make available 
the job specification and career opportunities as 
classified Family Medicine specialists in all the 
teaching as well as nonteaching hospitals, 
Government as well as Non government, in all the 
member countries, to help acceptance of this 
specialty, as well as of such qualified specialists; 
leading to its acceptance as a career by choice 
rather than by chance as left overs. 


This in my opinion shall hasten implementation of 
Family Medicine programme in WONCA MESAR. 


MEDICAL MENPOWER DEVELOPMENT IN 
FAMILY MEDICINE SPECIALTY 


Definition of Family Medicine 

Family medicine is the discipline which 
encompasses the behavioural sciences with the 
traditional biological as well as modern clinical 
sciences. Its practitioner practises both the art 
and science of medicine and provides continuity of 
medical care with particular emphasis on the 
family unit, in which the physician's continuing 
responsibility of health care is limited neither by 
the patients age or sex nor by particular organ 
system and disease entity. He has unique role for 
problem solving, counselling and coordinating total 
health care delivery as a personal physician. On 
his competence depends the primary level Health 
care in a country. 


In the absence of standard nomenclature the term 
General practitioner is adopted by MBBS qualified 
doctors practising as solo practitioners in their 
setups. Persons practising other systems of 
medicine like Ayurveda, Homeopathy, Unani & 
Unregistered / unqualified persons acting in the 
field, are often labelled as Family Doctors and are 
considered by public as identical, In cities post 
graduates in narrower Specialties often practise 
as General Practitioners and are considered by 
public as Family doctors. Those few who have 
specialized in this discipline through postgraduate 
training and successfy] qualification in 
examination of MNAMS/Diplomat N.B. in Family 
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medicine designate them as Family medicine 
specialists. 


Present Status: 

This disciple accounts for 70 % of qualified medical 
graduates except for the meagre 90 MNAMS/ 
Diplomat N.B. (Family medicine) Postgraduate 
qualified doctors, we do not have Family medicine 
specialists in India. But a beginning has been 
made. 


Family medicine practice requires knowledge of 
all the specialties, tremendous skill, perseverance 
and hard work but these days it provides meagre 
remuneration. By contrast, other specialities as 
require a very limited spectrum of knowledge and 
training but ensure higher status as well as 
earning. Something of everything as expected from 
a Family physician. In turn, with the years passing 
by, often he knows not anything of several things. 
Over and above, there is every chance of him being 
identified as any other family practitioner with or 
without basic qualification. Thus family physician's 
role is deglamourised. Among the fresh medical 
graduates, even the sons/daughters of flourishing 
and established, experienced general practitioners, 
none do like to join in general practice. Most of the 
new entrants in Family practice are unsuitable 
because either they are simple MBBS without 
postgraduate training in family medicine or are 
postgraduate in narrower specialty devoting time 
in General practice and are again misstate for 
Family medicine practice because there has been 
no formal training nor the adaptation. 


Shortage of Family physician in America forced 
the Federal Govt. in 1960 to establish Family 
medicine training programme. Similarly round 
about that time in U.K. there was establishment of 
General Practice training programme leading to 
MRCGP, they are now consolidating the gains of 
such a training programme. In India, the need of 
the hour is that, we should also have a definite 
Postgraduate training programme in Family 
medicine. IMACGP came into existence in 1963 
and is conducting examinations since 1976 for its 
Fellowship. It has a training programme suited to 
update the skills of General practitioners but the 
acceptors are few, because is statutorily recognized 
neither by the Government nor by Medical council 
of India. National Board of Examination is 
examining since 1978 for MNAMS (Family 
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medicine). Itis statutorily recognized as equivalent 
to M.D. But many are not aware Again the number 
of institutes accredited for Family medicine 
training can be counted on fingers and are located 
in the metropolitan cities only. 


Post-graduate Training in Family Medicine 
Horizons of Family medicine are widening. There 
is felt need of more and more postgraduate qualified 
Family medicine specialists who shall competently 
deal with many things of every thing. Its high time 
medical education in our country should shift 
emphasis from narrower specialty oriented 
education to Multidisciplinary specialty in length 
and breadth oriented education. It is all the more 
needed because improvement of standard of 
primary care shall contribute to improvement of 
secondary and tertiary level health care, 


For this, from Internship itself there should be 
three streams. Depending upon ones aptitude and 
future planning (1) Family Practice Stream (2) 
Narrower specialty / superspeciality stream and 
(3) Indeterminate stream. First group shall devote 
the period of interneeship with Family medicine 
specialists setups, Second group shall devote in 
intensive hospital training and the indecisive/ 
indeterminate stream shall have a statuary 
interneeship as it exists today. Well delineated 
first group should then led to post-graduate 
training in Family medicine. Fresh MBBS graduate 
without postgraduate training in Family medicine 
should not be allowed to practise as Family 
physician independently. In the same way as fresh 
MBBS graduates without P.G.training in narrower 
specialties are not allowed to practise 
independently as narrower specialty specialists. 


There should be initiation of Postgraduate courses 
in Family medicine. Medical college should have 
Dept. of Family medicine, and should P.G. Courses 
in Family medicine.The existing Departments of 
P.S.M. be provided with General OPD with 
intermediary indoors and be converted into the 
Deptt. of Community and Family medicine. 
Hospitals and Nursing homes & in fact all District 
level and Sub-Division level Health care setups, 
should have definite job opportunities for Family 
medicine specialists. Among the Universities, as a 
beginning at least, 


Indira Gandhi National Open University should 
start such a training programme. Every clinic / 
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establishment with a qualified Family medicine 
specialist/trained and experienced Family 
physician is a Laboratory and a research tool. Al] 
such set-ups, about one hundred all over India to 
begins with, should be accredited as Family 
Medicine practice and training Institutes and al] 
MNAMS/Diplomat NBE (Family Medicine) 
qualified Family Medicine specialists be identified 
as potential trainers/teachers and be certified 
accordingly, Initially each one of them should be 
allowed to retain one trainee in Family Medicine. 
Subsequently certification of the trainer and / or 
accreditation of the training Institute be renewed/ 
not renewed depending upon their aptitude, 
facilities and performance. Such trainers /teachers 
should also be exposed form time to time to model 
training seminars. Rectification based on C.M.E. 
be instituted for attaining higher level competence. 


Details regarding core content, curriculum 
planning, formal/informal training, accreditation/ 
certification/assessment evaluation process and 
research in and into Family Medicine have several 
times been discussed and the repeatation is avoided 
here. 


Job Specification and Career Opportunities as 
Classified Family Medicine Specialists: 


Duties/Job Specification of Family Medicine 
specialists should be well defined. At present a 
General practitioner is expected to be every-where 
present like an orderly, meant to carry out 
instructions. He is expected to sort out only and 
distribute all, retaining nothing for himself except 
left over instructions and procedures, which can 
very well be handled by paramedical staff. The 
very future existence of this cadre is threatened 
because of the delegation of unties to paramedics 
and snatching away of good work by specialists as 
well as super specialist. The specialists in depth 
are expected to handle serious and complicated 
conditions but they in practice handle even simple 
cases pertaining to their specially e.g. Routine 
Antenatal check ups, normal deliveries. More over 
they try to sit on and remain glued to a case 
playing the role of first level contact physician, 
instead of referring him back to Family physician, 
thereby have created an impression that General 
practitioner is the doctor of lowest hierarchy, and 
often risky to be depended upon, Due to absence of 
well defined job opportunities we do not get 
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sufficient candidates to appear for Diplomat N.B. 
(Family medicine). Medical college do not have 
P.G. courses in Family Medicine. Universities are 
also hesitant to start examining for M.D. Family 
Medicine. Therefore, for the Family medicine 
specialists to have a defined status there should be 
a definite postgraduate training programme, 
definite job opportunity and definite classified 
duties. 


In the health care setups there should be a 
multidisciplinary screening O.P.D. There in, the 
patient as a whole person shall be assessed. He 
shall then be managed there either as an out 
patient department case, or as a case admitted in 
observation ward. Most of his ailments can be 
managed there and for major conditions, 
complicated conditions only should be channeled 
to other specialty / superspeciality wards. Serious 
cases requiring urgent attention should be handled 
in Emergency wing. Routine Follow-up of cases 
should also be done in O.P.D. of this Family 
department. This will overcome unnecessary and 
hurried shifting of such cases often from one 
department to another without any proper 
attention to his presenting problems. 


I had suggested some time back this plan for 
inclusion in the booklet on How to set up a small 
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hospital published by Bureau of Indian Standards. 
This should be acceptable to them. To the best of 
my knowledge such a system exists in M.G.M. 
College Hospital Ward and is coming up in 
C.M.C.H. Vellore and may perhaps come up in 
AIMS, New Delhi as well. It should have its 
existence in each and every Health care delivery 
set-up. This will create job opportunities and 
encourage development of Postgraduate qualified 


‘Medical manpower in the Family medicine 


specialty, and thereby improve the standard of 
Primary health care and indirectly improve the 
Standard of secondary & tertiary level Halth care 
in our country. 


Summary 

Family Medicine speciality and Family Medicine 
practitioner have been defined, its present status 
and future prospects without postgraduate training 
mentioned, Need and modalities of postgraduate 
training in Family Medicine as well as job 
specification and opening up of carrier 
opportunities as classified Family Medicine 
specialist have been suggested aiming at Medical 
manpower development in the Family Medicine 
speciality for the improvement of standard of 
Primary health care and thereby also of secondary 
and tertiary health care in our country.. 
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Sen Se SP 


je 
ad 


1. 


Dr. Manohar Joshi 

Dr. Bharat Yadav 

Dr. R. D. P. Shah 

Dr. Bhattarai Mukti Nath 
Dr. Pratap Narayan Prasad 
Dr. S. K. Jha 

Dr. Gloria Witt 

Dr. Max Watson 

Dr. Thoms Sen Bhanu 

Dr. M. Tariq Aziz 


Rapporteur : Dr. Max Watsan 


i. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19: 
20. 


Dr. S. K. Bansal 

Dr. Alfred W. T. Loh 

Prof. Nurul Islam 

Dr. B. Desmond J. S. Fernando 
Dr. M. Nurul Islam 

Dr. M. Farug Uddin Chowdhury 
Dr. Mrs. Salsabeel Zia 

Dr. Greg Papworth 

Dr. Saadat Ali 

Dr. Zafrullah Chowdhury 


RECOMMEN DATIONS 


Terms of Reference : 


What we want 


1. 


il. 


Want Generalized Health Policy 


Within health policy want position for Family 
Physician 


Singapore Experiences 


Being politically aware into key positions 
source force 


Educational Role for Family Physician profile 
other PR. Meaures 


Show what we do 

“Jack of all” soap open model 
Strong College 

With Action Plan 
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as 


12. 


Use WHO/WONCA Pressure prestige in Local 
Political Situation 


Use the Medical Proactively 


Develop key relationships in the society 
Religious/Public figures 


Good Models of Family Physician at 
undergraduate level 


Believe in ourselves . (Not failed specialist) 


Use Data we have access to Data, to help 


promote a clear policy 
Continuous Dialogue 


Service Camp 
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GROUP - B 


Subject : Post Graduate education in general practice at the university level 


Group Leader : Dr. Zorayda E. Leopando 


ee Sa et I CO PD A 


Dr. Padam Bahadur Chand 
Dr. Shrwan Chaudhary 

Dr. Olak Bahadur Jirel 

Dr. Bhola Ram Shrestha 
Dr. Pasupati Chaudhary 
Dr. Urmila Bharati 

Dr. S. K. Mohan 

Dr. B. B. Barua 

Dr. Shahida Rahman 


Rapporteur: Dr. Shahida Rahman 


10. 
LE 
12. 
13. 
14. 
15. 
16. 
17: 


Dr 
Dr 
Dr 
Dr 


Dr 


. Nazim Uddin Ahammed 
. Riaz Qureshi 

. Zorayda E. Leopando 

. Noor A. Akhter 

. Sajjad A Malik 

. Abdul Hamid 

. Adnan Ahmad Albar 

. Manohar Joshi 


RECOMMENDATIONS 


Role of University 


Initiator 

¢ Facilitate supports of government/ private 
sector agencies 

¢ Communicator 

e Advertise position 


Curriculum 


Crite 


Se NE 


ria 

Relevance 

Scientific Soundness 
Comprehensive 


Clearly written admission & assessment 
Balance of theory & practice 


Objectives : 
To develop competency to manage needs of 


popu 


lation to be served 


* — good clinician 
* — good learner 


educator 
caring attitude 
leadership 


carry out need oriented research 


Duration of training - 3 years 


Training sites: 
Hospitals 


Teaching hospital 


Community - based hospital 
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General Practice 

Criteria for Trainers / sites 

GP - 10 years practice 

Trainers Development programme 
CME / Board (if feasible) 
Hospitals 

GP / FP - trainer / coordinator 
Specialist - Resource trainer 

given list of competency guidelines 


Trainers (GP) 

Established criteria 

with checklist 

System of monitoring 
Frequency of monitoring 
Teaching strategies 
Half-day release for 
courses : Learner centered 


i. 


ii. 


problem - based 


Research 


Supervised patient 
Care / Clinical 
Instruction 

Practical Experience 
Clinical Audit 


Financial support : 
Govt. 

Private sectors 
Hospital system 
Pharmaceuticals 
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GROUP - C 

Subject : Incorporating family medicine in existing undergraduate cuiredion ican 
Group Leader : Prof. Wesly E Fabb Raportuer : Dr. Stephen Scott 
1. Prof. S. K. Gupta 10. Dr. Leela De A. Karunaratne 
de oe ae 11. Dr. Hafizur Rahman 
® Dr BB: Pantha 12. Dr. Colin Bullough 
4 Dr.J.B. Shrestha 13. Dr. A.K.M. Abdus Salim 
5. Dr.B.S. Maskey 14. Dr. Emdadul Haque 
6. Dr. Madhusudan Sharma 15. Dr. A.K.M. Nurul Islam 
7. Dr. Stephen Scott 16. Dr. Abdul Waheed Khan 
8. Prof. Wesly E. Fabb 17. Dr. Mrs. Shahnaz Saeed Hassan 
9. Dr. Ainul Islam Chowdhury 18. Dr. Austair Appleby 


RECOMMENDATIONS 
e Strong Postgraduate programme 
to produce good Family Doctors 


e Win over specialist colleagues 
Win respect from undergraduate 


e Target newer Medical Schools 
¢ Don’t “take”- “give” 

e Offer help to ? community 

e Medicine Dept. 

e Emergency Dept. 
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COMMENTS FROM HONOURABLE PARTICIPANTS 


Dr. B. Desmond J. S. Fernando : To implement 
Family Medicine Programme only opposition we 
had really from community medicine people. They 
use to think that we are closing their door and 


taking over their work. 


Prof. Leela De A Karunaratne : I support Dr. 
Desmond’s opinion. I am facing a lot of trouble to 
run my dept. so that academic division has been 


created. 


Dr. Adnan A Albar: I think the whole idea is not 
to melt one in the other. The idea is that to get the 
benefit of expertise of the group. In training of 
Family Medicine we teach Community Medicine 
Courses and the Community Medicine people will 
be a great asset in that direction. 


Dr. Riaz Qureshi:1 think, being together, Family 
Medicine & Community Medicine help each other 
as complimentary almost like a Pharmaceutical 
division within one structure. 


Prof. N. Islam : I would rather insist the 
integration of Family Medicine with Community 
Medicine. Community Medicine has existed and 
Family Medicine has come to exist. Both together 
have to merge to make it stronger. 


Dr. S. K. Gupta : What I have understood from 
the discussion is that wherever there is a Dept. of 
Family Medicine and the Dept. of Community 
Medicine separately — they want to develop their 
own. Wherever there is University Specific where 
there is no Dept. of Family Medicine, at this stage, 
to develop a Dept. of Family Medicine will be a 
difficult one and then it will be easier to get into 
the University or into the Academic Institutions 
through break fund of already existing Dept. of 
Community Medicine. 


Dr. Alfred W T Loh: Family Medicine should be 
an integral part of Health policy. There should be 
linkage in between Family Medicine & Community 
Medicine. 


Prof. W E Fabb : Ideologically the integration is 
acceptable but practically it is very difficult to 
work together. 


Dr.Zafrullah Chowdhury:Dept.of Hygiene 
converted to Community Medicine. In real sense 
who practise the Community Medicine ? It is the 
Family Physician who practise the Community 
Medicine at Family level and Community level. 
Now we are to up grade the Family Physician so 
there will be resistance. It is the human nature 
any change will have resistance. 


SYN THESIS 


a) Family Medicine should be incorporated in 
health policy of National Health Care System. 
b) WONCA/WHO should help develop post 


graduate programme in general practice 
especially in new Medical Colleges and new 
Universities. Ministries & Universities should 
be involved in conferences, seminars & 


workshops arranged by WONCA in 
collaboration with WHO. 
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c) Family Medicine should collaborate with 
community medicine specially in 


undergraduate course. 


d) Wemusthave believein ourselves with strong 
college having set curriculum with set training 
programme, set Assessment procedure with 
a community based research programme. 

e) There should be strong college with action 


plan 
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Friday, 13 Feb. 1998 


CME TOPICS IN FAMILY MEDICINE 


Chairman =: Prof. G. Papworth (UAE) 7 
Dr. Colin H W Bullough (FIMC, Bangladesh) 
Moderator : Dr. P.N. Prasad (Nepal) 


ee eee Tne 
(Bangladesh) 

a2 Si e Accreditation of CME 7 
(Philippines) 


10.15 Hrs. e Access to information for CME Prof. R.K. Adhikari 
Mr. Mohan R.Pradhan 
10:30 Hrs. or ieeapeagel Discussion 


WORKSHOP SESSION - II 
CME IN MESAR 


Summing up of the previous day's programme Dr. M.N. Islam 


Dr. S.K. Gupta 
Dr.B.B.Barua 


PLENARY SESSION - IT 


Chairman : Prof. W E Fabb (Australia) 
Dr. Shariatullah Siddiqui (Pakistan) 


Moderator : Dr. Ainul Islam Chowdhury (Bangladesh) 


= 
ead 


12.30 Hrs. 


OPEN FORUM 


Dr. S. K.Rahman 


CME Programme in Bangladesh 
CME Programme in India Dr. S. K. Bansal 
CME Programme in Nepal Dr. S.K. Gupta 


Discussion 7 (aantaaaesilell 
13:00 Hrs. 


14:00 Hrs. GROUP. DISCUSSION Sr. 
GROUP - A, B, C 

15:00 Hrs. Presentation by the Group Leaders Po hao il 
Discussion & Moderation 


19.00 Hrs. 
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CORE CURRICULUM AND CME 
Dr. Alfred W. T. Loh and Associate Prof. Goh Lee Gan 


Outline of presentation 
— CME defined 


— Predisposing, Enabling and Reinforcing 
paradigm 
— Core Content 


— General professional development 


— Specific areas of professional 
development 

— Teaching 

— Research 


— Learning methods 
— Time tabling 
— Conclusion 


CME defined 
Life long learning largely self-directed 


It should not so much as top the hills but rather fill 
the valleys: the usual fallacy is to choose those 
topics that one likes and neglect those topics that 
knowledge and skills are deficient. 


Predisposing, Enabling and Reinforcing 
paradigm 

Most CME are predisposing -— they create 
awareness but does not change behaviour nor 


improve practice e.g. lectures — many even go to 
sleep. 


To be effective CME needs to be enabling — to 
empower the doctor to make more accurate 
diagnosis, better decisions on management; to 
acquire procedural skills and practice skills. 


Core Content (1) 
What should the core content be ? 


To be comprehensive it should cover not only 
general professional development but also specific 
areas as well as some knowledge and skills in 
teaching and research. Only then will the GP 


profession be able to push the frontier of knowledge 
and competence back. 
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Core Content (2) 
The following is a list to consider 


General professional development 
_ Recent advances — diagnosis, 
therapeutics, management strategies 


~ Problem solving 
_ Procedural skills 


~ Practice management 


Specific areas of professional development 


Chronic medical conditions 
Elderly 

Psychological medicine 
Counselling and family therapy 
Women 


Child 


Well medicine 


Physical medicine 


Community medicine — epidemiology and 
preventive focus 


Medical education 
Primary care research 
Occupational medicine 
Others 


Core Content (3) 
CME on 


Teaching methods--essential for 

teachers and encouraged for all GPs 

_ Tutorials, Workshops — how to run 
them 


- Meetings: chairman, speaker, 
rapporteur — how to perform in them 


Research-essential for teachers to 
knowin depth and some understanding 
encouraged for all 


~ Critical reading 
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- Looking up the literature 
~ Review a subject 
_ Writing a paper 


Learning methods 


There are many innovations in learning 
methods that promise to be more effective 


Small group learning - level of the clinic 

- Ambulatory care round — look at the list of 
problems encountered rather like the ward 
round in the hospital. 


~ Portfolio learning — the doctor keeps any 
material he encountered in the week for 
sharing with others or more in-depth self 
study — be it a problem X-ray, ECG, drug 
that he is not sure of, a condition he has not 
met before etc. 


- Case presentation 


Case presentation offers the best way of 
meeting the needs of novice and expert. 
There is plenty to share and learn from one 
another on problems solving, diagnosis 
and management 


- Journal club 


Journal club provide opportunities for 
updating one's knowledge. The presenter 
learns to read critically, select relevant new 
knowledge and communicate with peers. 


_ Practical skills 


Minor surgical skills, counselling skills and 
practice management skills can be learnt 
within the small group through hand-holding 
for the novice. 


Large group learning 

In the large group many of the techniques of the 
small group can be used: case presentation, journal 
club. In a large group, the use of several speakers 
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in the seminar as well as workshop sessions provide 
the environment for learning through sharing 

, . ? 
discussion and debate. 


Large group learning 
- Case presentation 


~ Journal club 
~ Seminar 


~ Workshop — problem solving 


Refresher short courses 


These are skill courses or update courses that help 


to overhaul old knowledge and also to learn new 
skills. 


Self-directed learning 

This is the fundamental building block in CME. 
The learner needs to have a syllabus that he works 
on. This can come through a course e.g. a distance 
learning course on geriatrics, or it can come through 
a list of topics gleaned from the portfolio of 
deficiency that he has discovered in the course of 
daily practice or through reading the journal. The 
full-text articles in the internet promises to be a 
rich source of CME material e.g. ACP online from 
the Annals of Internal Medicine. There are also 
various GP websites to visit. 


Time tabling 

There is a need to set a protected regular quiet 
time for CME. One may need to make the short 
term sacrifice of income to participate in short 
courses. How else can one improve ? 


CONCLUSION 
CME must move from predisposing to enabling 
and reinforcing 


It must cover not only professional development 
but also teaching and research 


It must be seen as investment and short term 
sacrifice. 
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PUBLIC HEALTH ISSUES IN CME 
Dr. Zafrullah Chowdhury 


Doctors of tomorrow may not be the Doctors of the 
day after tomorrow as Societies and Health System 
evolve and adaptation to current and anticipated 
needs continues(WHO).There is also calls for 
ACCOUNTABILITY FOR HEALTH(WHA).There 
is inequity in global health sector. 53 high income 
countries with only 13% of the population enjoy 
90%of the world health budget. Poors of both the 
developed and developing countries not having 
access to health care (World Bank). Poor family 
have higher Infant Mortality, higher Maternal 
Mortality and increased Crude Death Rate (CDR) 
but lower Life Expectancy. Sectors like Housing, 
Communication, Industry, Migration, 
Urbanization, Environmental Pollution, 
Education, Emancification of Women and pressure 
of Modern Civilization exert serious influences 
over health. 


Tobacco is widely cultivated and produced in all 
the Continents. Smoking has deleterious effects 
over the passive smokers also. It affects pulse rate, 
blood pressure and causes CO accumulation. There 
is Eye Irritation (65%), Nose Irritation (45%), 
Cough (30%) and Respiratory Infections (25%) in 
passive smokers. Baby of the smoker parents, 
particularly mother, having lesser birth weight. 


Children exposed to the parent’s smoking have 
frequent Respiratory and Gastrointestinal 
Illnesses that requires increased consultations. 
The frequency of coughing increases among young 
children is proportional to the smoking of their 
parents. The Exposure to tobacco in childhood 
increased the risk of cancer in adulthood. 


Children are the principal victims of other’s 
smoking. There is Childhood Bronchitis, worsening 
of Childhood Asthma and Adult Lung Cancer by 
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passive smoking as per study by the U.S. 
Environmental Protection Agency in ’93. 


Other Public Health Issues like Violence against 
women causing 35% of women to visit Emergency 
Dept. and increased deaths due to domestic 
violence, Violence against children, Adolescent 
Care, Primary care for the aged etc. are also to be 
discussed in detail and be included in the 
curriculum of all category of health professionals. 


The Rights of Patients must be uphold by the 
Family Physicians at all costs. These are: 1) 
Appropriate and accessible health care 2) Freedom 
from discrimination 3) Information and education 
4) Choose a_ doctor or other health worker 5) 
Choose a health care establishment 6) Informed 
consent about treatment 7) Participate in there 
own health care 8) Respect privacy, confidentiality 
and dignity 9) Complain 10) Redress in the event 
of injury. 


Good Health Care incorporates Caring attitudes 
of health workers and professional informations 
about problems and its treatment. Health Care 
also requires drugs in most occasions but these 
medicines must be safe, cost effective, cheap and 
having lower side effects. But BEWARE, market 
is full of UNNECESSARY, INEFECTIVE & 
HARMFUL DRUGS that cause more harm than 
good to your patients and REMEMBER: COSTLY 
NEW DRUG IS NOT USUALLY THE BEST 
DRUG. 


Medical Audit, Economics of drug manufacture 
and health care, Politics of essential drugs and 
Unethical promotions of pharmaceutical 
companies and Medical Malpractice should have 
place in curriculum. 


Thanks. 
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ACCREDITATION OF CONTINUING MEDICAL EDUCATION 
Zorayda E. Leopando, M.D. 


Medical Education, a lifelong process 
Family physicians see variety of patients in primary 
care-patients with variety of problems. Thus, they 
have that need to sharpen and expand their 
knowledge and skills in order to meet patient's 
needs. 


Several tours or meetings of the World Health 
Organization, World Federation of Medical 
Educators, World Organization of Family Doctors 
and other bodies have called for lifelong 
commitment on medical education by doctors. 


Lifelong commitment is encouraged not only for 
updating of knowledge but more so for improvement 
of health care and health outcomes. Stress has 
shown that intensive continuing medical education 
program in rheumatology could improve patient 
care. The bottomline in this endeavour is what 
good it can do our patients. For doctors to dedicate 
part of their professional lives to continuing 
education. I would like to quote Dr. Michael 
Boland.... *For continuing medical education to be 
effective, doctors must want to learn. For it to be 
relevant. It must meet doctor's needs. These in 
turn should be determined by patient's needs for 
appropriate care*. 


Specialty training in Family Medicine can be 
through residency training whichis mostly hospital 
based or vocational training which can either be 
practice-based or modular. The Philippines has 
two types at present: residency and modular. A 
survey of Asia Pacific WONCA member 
organizations in 1992 showed that residency 
training is Asia Pacific is very varied. A core 
curriculum has been designed but is still not being 
applied in most countries. Itisimportant to mention 
though that the curriculum gives enough room for 
flexibility tomakeit more relevant and appropriate 
to local setting. 


* Associate Professor and Chair, Department of Family and Community Medicine, College of me 


In terms of postgraduate training, incentive 
package is provided by various organizations/ 
institutions for family physicians/general 
practitioners. The general practitioners in the 
United Kingdom are given Postgraduate Education 
Allowance (PGEA) and Education Allowance (EA) 
and Educational leave of five days per year. The 
Philippine physicians can apply for official time to 
attend medical conferences. In the United States, 
Canada, Philippines and Taiwan, CME units are 
required to maintain active membership. The 
United States, Canada and Australia even have 
systems of rectification through CME units and or 
either examination or charter review. Up to the 
year 2000, the Philippines still grant special status 
to family practitioners through continuing medical 
education program, after which it will be mainly 
through residency. 


CME, the Situation, the problem 

Despite all these masures, why is it that less 
doctors attend CME? Have your respective member 
organizations kept trace of the CME records of 
your members ? In the Philippines, less than 40% 
of members of the PAFP are able to maintain their 
CME. What seems to be the problem ? 


Problems with CME 


* Content 

Our traditional concept of CME is "keeping up to 
date". one of the means by which doctors maintain 
their professionalism, thus, content centered 
largely on refinement of the knowledge base and 
understanding of human conditions. In the 
Philippines, due to lack of logistics, CME 
programmes are supported by pharmaceutical 
companies. Presently, most are product related 
and much money is placed on cardiovascular 
products. Thus, our doctors, especially those in the 


dicine and Philippine General 


Hospital, University of the Philippines Manila; WONCA Regional Vice-President for Asia Pacific. 
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provinces are bombarded with sessions on 
cardiovascular diseases. Although heart disease 
is the number one cause of mortality and 
cardiovascular diseases ranks number three, that 
still does not justify the overdose of scientific 
sessions on the topic. It is no wonder that in some 
instances, outcome falls below expectations. 


* 


Methods 

Because most of our CME activities are supported 
by pharmaceutical industries, maximum exposure 
has become the rule of the game. Lecture is the 
most commonly used method of teaching. Ironically, 
in a study by Forest, lecture is perceived by general 
practitioners to be least useful. 


* Measure of quality 


Quality is measured in terms of popularity like the 
number of participants in the session. In the 
Philippines, doctors and other professionals are 
required to renew license to practise the profession 
every three years. There is now an order from the 
Professional Regulations Commission to submit 
evidence of continuing professional education 
(CPE) prior to renewal of license. All accredited 
CPE providers are required to submit their CME 
activities for accreditation. One of the documents 
to be submitted is the evaluation of participants 
and the course. These are new regulations and we 
still have to see its impact on the quality of CPE 
courses. 


* Time 

It is still the doctor's choice whether he will attend 
such educational activities or not. Usually, 
attendance is during leisure time so that it will not 


compete with time for patient care and time for 
family. 


Some of our CME activities in the Philippines are 
planned centrally because some provinces are not 
popular destinations for speakers and sponsors. 
The political clout of the national organization 
enables us to bring such course to places outside 


Metro Manila. Time weighs heavily in planning 
for activities. 


% 


CME Agenda 


Presently, continuing medical education activities 
are sometimes funded by the pharmaceutical 


industry, who, through marketing techniques, are 
able to create "Wants and needs." 
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There are various pressure groups that perspire 
CME agenda: institutions, organization and even 


the lecturers. 


In the Philippines, family physicians and general 
practitioners are the favourite target audience of 
various conference organizers. Hospitals, medical 
schools and specialty organizations almost always 
conduct annual post-graduate courses. These 
organizers do not coordinate among themselves 
nor do they coordinate with the Academy. Aside 
from noble purpose of providing opportunities for 
continuing leading, It has become an income 
generating activity too. 


In other instances, some young specialist lectures 
focus their discussion on what they can do. 


Basic Philosophy in CME 

In 1987, Dr. Reg. Perkins enumerated the four 
philosophies of CME for the College of Family 
Physicians of Canada. After 10 years, I find the 
philosophy still very relevant. These are: self- 
responsibility and motivation; reliance on family 
medicine community and development of new 
strategies. 


Self-responsibility and motivation 

In self-responsibility and motivation, the direction 
of learning is centered on the physician. Self 
evaluation of performance is encouraged. Woiff 
discussed the value of keeping doctor's diary where 
a doctor can record the cases seen, diagnosis/ 
problems. Ifrecords are computerized, keeping log 
of patients will be facilitated. Through constant 
review of the diary, he can then identify his own 
learning needs. 


Due to lack of time, it is expected that some 
physicians will learn on their own through 
readings. One of my colleagues in the Philippines 
said she makes it a habit to read at least one article 
per day. The problem is that not all articles are 
worth reading. Thus, critical appraisal of what is 
read is necessary. 


To encourage the physicians tojoin CME activities 
in groups, then the instructors must ensure that 
learning is fun and this can very well done if the 
physicians involved directly in the learning process, 
innovations are introduced and there is increased 
interaction among the participants. 


Encouragement of physicians to participate in 
some self-assessment programmes like self- 
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Reliance in Family Medicine Community 
Reliance in Family Medicine community is a 
concept now being endorsed by a number of Family 
Medicine Organizations. It was said that the best 
person to teach family physicians are their fellow 
family physicians. They talk at the same level and 
understand the same principles and the resources 
available. This is worth looking into. Through the 
years, increase in publication by family physicians 
authored is observed. Almost all WONCA 
organizations have scientific journals. Doctor- 
patient relationship is also one issue that family 
physicians can discuss together. Regular updates 
on consultation skills and communication are topics 
discussed in the Philippines. Grass root approach 
through identification of local leader for CME and 
small group CME activities are worth mentioning. 
This will be explained later. 


Critical appraisal is another learning package 
that family physicians can offer. Canada has 
prepared its module. The Philippines is doing 
workshops on research and critical appraisal. 


Focus on Process 

One should always bear in mind that the objective 
of continuous learning is maintenance of 
competence. Specifically, the objectives are 
understanding of new concept, mastery of new 
strategies and application of strategies learned for 
better patient outcome. With lectures, knowledge 
is accumulated. With group discussion competence 
is enhanced. However, with changing practice, 
performance is improved. A physician who is able 
to identify his learning needs can better monitor 
his competence and performance. These are parts 
of assessment skills that should be harnessed. 


It is also worth reiterating that it is better to think 
of doctors in the remote areas when planning for 
CME is done. How many of our doctors are in the 
rural areas, isolated from development, who will 
find it difficult to travel because of long distance 
and expense, who can not leave their practice 
because he is the only doctor in the locality and he 
needs to have someone to cover for his practice. 
These are to be considered in preparation for 
CME. 


Development of New Strategies 

It is important that we identify strategies which 
need to be preserved and improved. Hospital 
affiliation can also help because there is a challenge 
to always improve performance. Self evaluation 
program like keeping of logdiaries and doing self- 
audit can also be introduced. Teaching is always a 
challenge for continuing learning. The presence of 
the trainees encourages a preceptor to constantly 
update, as rapidly as a student. If you are 
community-based preceptors, dedicated time for 
teaching is necessary and continuous learning is 
also monitored for reaccreditation purposes. 


Family-practice-based research. The core of a 
discipline which increases its academic credibility 
is its contribution to knowledge and technology 
base in medicine. Thus, it isimportant that family 
physicians are encouraged to do researches. In the 
Philippines, it is now a requirement for fellow to 
have published an original research. The problem 
is that most family physicians did not learn how to 
do research. Thus, we now have a core of faculty 
who goes around the Philippines conducting 
workshops on research making. Truly, if one does 
research, he is assured of continuous learning 
because of the fundamental steps in research in 
literature review. 


To doctors who are in remote areas or who are 
extremely busy, distance learning can be 
introduced. 


Strategies in CME 


1. DISTANCE LEARNING 

To address the problem of doctors not being able to 
leave their practice to attend to CME activities, 
the emergence of distance learning is a big boost. 
There are different methods of distance learning, 
some of which are now being implemented in some 
countries. Malaysia, for example, uses distance 
education in its Master in Family Medicine 


programme. This includes Self-Learning Packages 
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and teleconference session. 


Print 

Print still comprise 65% of all materials used in 
distance learning. Self-instructional materials, 
with a loose format can be most useful, especially 


if updating is to be done. 
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Countries with such kind of materials are: 
Australia with "Check" published monthly. This is 
composed of case presentations, followed by 
questions which can be administered by self. The 
RCGP also has a "Continuous Learning in Practice 
Project similar to CHECK. The Philippines 
introduced three years ago the Self-Administered 


Examination. 


Audiotapes 

Audiotapes can likewise provide universal means 
of communication, just like the print. It is very 
portable and can be used even when the hands are 
engaged in other activities. With the audio- 
component, it can be morale boosting and can 
alleviate the feeling of isolation. 


Audioconference 

Audioconference provides the facility of linking by 
phone people scattered over a vast distance. There 
is a central location for audio bridge-- a small 
computer with ports for dedicated phone 
connection. 


Radio Transceivers 

Radio transceivers allow messages to be 
transmitted 24 hours each day. These can be used 
in remote areas where phones are not available. 
Teleconferencing for 24 hours is also allowed. 


Video / Video Dise 

Video is used either by the individual or via 
broadcast. It allows motion picture sequences to 
be delivered via videotape player or television. 
Where linked with a slow scan processor, the video 
camera allows the transmission of single images 
such as ECGs, EEGs, radiographs and other images 
for interpretation at a major center. This is being 
done in Taiwan where twice a week, there is a 
telemedicine consultation between the community 
medicine training center and the National 
University of Taiwan Hospital. 


ae disc is of similar process, but using laser 
isc. 


There is one PAFP chapter in the Philippines 
which regularly gather to view videotapes on 
Medicine. They have an open forum later, with 
moderators. They also answers questions at the 


end of the tapes. The tapes are the ones produced 
in the U.S. 
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Television 

Broadcast television to supplement print was first 
used extensively in Open University in the United 
Kingdom. In the U.K., the British Broadcasting 
Corporation uses late night transmission of 
continuing education programmes. In my country, 
the Philippines, there is a weekly show Fora 
Medica, with taped lectures of doctors, followed by 
an open forum and questions which can be 
answered by viewers. If this is sent for corrections, 
CME credits are given. 


If one is unable to watch, the programme can be 
videotaped and viewed later. The educational value 
of television is in the teaching of techniques of 
manipulative skills and role modeling; it can teach 
how to observe, discriminate and make decisions. 
It has also been used in teaching ethics and 
psychosocial skills. 


Computers 

The development of computers, especially personal 
computers, has created major advances in the 
storage and transmission of data. Communication 
between computers has allowed the development 
of electronic mail, allowing centers around the 
world to be connected via internet. 


The educational value provided by the computer is 
exceptional in the ability to store and retrieve 
data, perform complex calculation. Linked with 
video, it can transmit visual images in such a short 
time. 


Instant analysis and feedback can be provided 
with the development of such as Computerized 
Home Evaluation of Clinical Knowledge, 
Understanding and Problem Solving (check-up) of 
Australia; Phase Evacuation Project (PEP) of 
RCGP; and Practice Assessment Programme 
(PASS) of Canada. 


SMALL GROUP DISCUSSION 


Case Discussion 

This strategy is good for less than 30 doctors. A 
group discussion leader may be appointed. Then 
the group can agree on who will present cases, 
especially those difficult ones. In the Philippines, 
what we do is a seminar followed-up with small 
group discussion where experts will give comments 
of cases brought by family physicians. The 
discussion is focused on two or more related cases. 


2. 
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Peer Review 

Peer review is similar to chart review done by the 
Royal Australian College of General Practitioners 
for purpose of recertification. Here, chart review 
can be done, looking into the patients’ records to 
see how the patients were managed comparing it 
with standard or guidelines. 


Tutorial 

A very good example is that of Ireland, where 
general practitioner tutors were appointed in local 
areas. The tutors were responsible for bringing 
GP's together to a peer review groups. The concept 
was a success that now, there are 122 groups 
involving 1,500 doctors, 28 tutors who have 
conducted 6,000-10,300 meetings. An average of 
7-3 GP's attend for each session. The initial focus 
was on lectures concentrating on knowledge. It 
has rechanneled to small groups discussion zeroing 
in on competence. The future will be directed to 
quality assurance program, emphasizing on 
performance. 


Wescott discussed the proposal to have a system of 
reaccreditation of individual general practitioners 
and practices will be more acceptable and perceived 
as less threatening if it is directed by the GP's 
themselves and ifthe visit is more ofan educational 
assessment. This proposal also has one of its 
provision the assignment of mentors for the GP's 
and formation of core group for discussion. 


ACCREDITATION OF CME, 
EXPERIENCE 

At present, there are 3 ways by which CME credit 
house earned by our members are utilized: 


promotion, retention as active member and 
rectification. 


PAFP 


Promotion 

There are 2 pathways towards specialization: the 
residency pathway and the CME pathway. Below 
is the tabulation by which a member can be 
promoted to the next high rank through CME 
pathway. 


Regular to Certified Family 
Physician (CFP) 


CFP of Diplomat 


Diplomate to Fellow 


Fellow to Fellow-Life 


Active members 
Accepted before 1998 


Orientation Course in Family 


Medicine 


150 CME. credit hours in 3 


years, 100 under Category 1 


150 CME credit hours in 3 
years, 100 under Category 1 
Passed qualifying 


examination (Oral and written) 


150 CME credit hours in 3 
years, 100 under Category 1 


Honours, awards, leadership, 
academic criteria, practice 


45 years old 


5 years active fellow 
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Active members 
Accepted after 1998 
Orientation Course in Family 


Medicine 


180 CME credit hours in 3 
years, 120, under Category 1 


Published scientific paper 


180 CME credit hours in 3 years 
120 under Category 1 
Passed qualifying 


examination (Oral and written) 


180 CME credit hours in 3 
years, 120 under Category 1 


Honours, awards, leadership, 
academic criteria, practice . 


45 years old 


5 years active fellow 
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These pathway holds true only up to 1999. 
Beginning 2000, member can be accepted only 


through residency programme, 


RETENTION AS ACTIVE MEMBER | 
The PAFP required CME credit hours for retention 
of active fellow in 1979 and rest were required 


Regular 


Certified Family Physician 


Diplomate 


Fellow 


Publication 
senior author 


Junior author 
Trainer in accredited 
department 

Residency in Family Medicine 
Family Medicine Book : 
Editor 
Co-editor 


Contributor 


Examiner in family Medicine 


PAFD Home study program 


Hours 


Masteral program 


Under category I credit hours are given for very 
session attended, especially for one day course 
and convention. A prescribed accreditation form 
is filled up and submitted for every session. Usually, 


summary of issues learned are included in the 
form. 


PROFESSIONAL REGULATIONS 
COMMISSION (PRC) 


All professionals in the Philippines take licensure 
examination. Passing will entitle one to practise 


Before 1998 


10 CME credit hours 


20 CME credit hours, 
15 under Category 1 


30 CME credit hours, 
20 under Category 1 


30 CME credit hours, 
20 under Category 1 


2.5. CME credit hours 
2.5 CME credit hours 


10-20/year for full time 
5-10/year for part time 
50 CME credit hours per yea 


50 CME credit hours 
30 CME credit hours 
10 CME credit hours 
15 CME credit hours 
Maximum of 30 CME credit 


50 per year if related to. 
Family Medicine 
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CME credit hours in 1988. Annual duesis required 
too. 


Below is the tabulation of minimum CME credit 
hours a member must earn for one year to remain 
active. 


After 1998 


20 CME credit hours, 15 
under Category 1 


~30 CME credit hours, 
20 under Category 1 


40 CME credit hours, 
30 under Category 1 


40 CME credit hours, 
30 under Category 1 


2.5 CME credit hours 


Maximum of 20 CME credit 


Hours 


40 per year if not related to 
family medicine 


his/her profession. Starting 1997, the PRC strictly 
requires all professionals to show evidence of CPE 
units earned prior to renewal of license to practise 
their profession. There is a Board of Medicine 
which gives credits of scientific activities. 


A medical organization, university and other 
organizations can apply with PRC to be a CPE 
provider. If accepted, they can apply for 
accreditation of their CPE activities. Application 
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for accreditation of activites must be done one from activity, list of attendance is submitted. The 
month before scheduled activity. To be submitted | CPE units must be indicated in the programme 

are objectives of the activity, resume of speakers, } 
program and system of evaluation. After 2 weeks 


Programmes 


1. Seminars : 

Participant 
Resource speaker 
Facilitator/moderator 


The learning activities given CPE units by medicine 


are: 
Credit Units, Local Credit units, International 
2 CU per hour 


1 CU per hour 
3 CU per hour 6 CU per hour 
3 CU per hour 


1.5 CU per hour 


2. Convention : 
Participant 4 CU per day 6 CU per day 
Resource Speaker 8 CU per day 12 CU per day 


Masteral degree 5 CU per subject 

30 CU for the degree 
Doctoral degree 8 CU per subject 

45 CU for the degree 
Residency 10 CU per year 

30 CU upon completion 

Fellowship 15 CU per year 

45 CU upon completion 


4. Distance learning 20 CU per module 


10 CU 


Single author 30 CU 
2 authors 20 GU 
3 or more authors 2 CU 


Single author S7CU 
2 authors 3 nGU 


[0806 yer wate | 
[a Stavbervcontowr [| SU 
[e Paneer | WOUperemr 


The high level of interest on CME among members, the participation of members, the stimulating pee 
forum which follows lectures, the giving of credits per session attended are measures which have 
improved the practice of family physicians but has also improved the respectability of family medicine. 


5. Authorship 


Research, innovative 
programs/projects 


Articles 


6. Inventions 


Td 
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CONTINUING MEDICAL EDUCATION PROGRAMME 
IN BANGALDESH 


Dr. Shahida Rahman 


After attaining graduation, there was no 
continuous process of availing medical education 
in the country even until very recently. It was 
always sporadic and sponsored by vested quarters. 


Later after the emergence of Bangladesh, a number 
of medical Associations and Societies sprang up 
which arranged symposia-seminars mostly once a 
year during AGMs of these organizations 
depending on the availability of fund by sponsors 
(pharmaceutical companies). 


Regular CME programmes are held by The College 
of General Practitioners of Bangladesh, The 
Dermatological Society of Bangladesh, The Society 
of Ultrasonogram and now, a new entry in general 
practitioners platform, Academy of Family 
Physicians. 


The other societies like Gynae-obstetrics, C.V. 
Society. Society of Nephrology and all other 
Associations during their Annual General meetings 
arrange conferences where medical papers are 
presented in the Scientific Sessions which in a way 
caters to the queries and education of the 
participants. This kind of medical education is a 
yearly phenomenon. 


In Govt. and big private hospitals, weekly or 
monthly clinical meetings are held for their doctors 
where sometimes doctors from other hospitals are 
invited. This is only confined to hospitals. 


In private clinics there is no such arrangement of 
clinical discussions whatsoever. Big institutions 
like ICDDRB, BIRDEM etc. arrange congress or 
meetings on specific subjects internationally. 
Sometimes the pioneers in the field of medicine 
arrange congregation of doctors from home and 
abroad where papers on various disciplines are 
presented where general doctors are invited to get 


registered and enjoy the intellectual exercise on 
medical field. 


This is a form of Further Education 
The forums that are mentioned are not opened to 


all. These are mainly for the members of the 
particular forum or institutions. The General 
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Practitioners in private sector have no access to 
further education unless they get hold of their 
friends attached to these organizations to get 
registered. 


BMA— Bangladesh Medical Association is the 
largest association of doctor community where all 
doctors, government / non-government are 
members. BMA holds medical education 
programmes irregularly. Sometimes for a week, 
sometimes for a day and sometimes for a fortnight 
sporadically in districts of Bangladesh. Such efforts 
have no continuity. 


A few recently established societies like The: 
Bangladesh Society of Ultra Sonography and 
Academy of Family Physicians are holding regular 
CME programmes. 


BPMPA-- Bangladesh Private Medical 
Practitioners Association, a platform for all private 
practitioners in all branches of medicine was 
formed to cater the needs of neglected non- 
government medical practitioners to satisfy the 
quest of knowledge in their field of practice since 
the non-government doctors have no access to 
recent and modern information of science of 
medicine like going abroad, attending conferences, 
seminars, study tours, etc. with govt. fund. 


Fund is an impediment towards acquiring 
knowledge and training for general practitioners. 


These requirements were felt acutely by the general 
practitioners who render services day and night to 
the bulk of the nation. The present Bangladesh 
Private Medical Practitioners Association was 
formed in 1977 and consolidated all non- 
government medical practitioners termed general 
practitioners under the banner BPMPA, the only 
National forum of general practitioners, now known 
as Family Physicians. 


BPMPA held regular medical educational 
programmes under its education department in 
the form of lectures, seminars, symposia, meetings, 
discussions, workshop etc. in the capital city as 
well as in peripheral areas. But gradually the 
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demand increased in many folds and load became 
too heavy for the education secretarial of BPMPA. 
BPMPA abolished its education section and gave 
birth to its educational institution, The College of 
General Practitioners of Bangladesh, BCGP in 
1985. 


BCGP is a unique institution, run by its Fellows, 
the family physicians without any help from any 
quarter, born with a noble cause and having a firm 
stance of conviction. 


Since the inception of the College in 1985, it 
regularly conducted hundreds of lectures, 
seminars, symposia, meetings, discussions and 
workshops on topics suitable for Family Physicians 
or GPs based on current trend and needs. 


Sometimes the GPs Association, BPMPA alsotake 
CME Programme independently depending on 
the availability of sponsorship and usually mostly 
on ad-hoc fashion but BCGP runs its CME 
Programme in regular sequence. 


In its CME programme the College has a regular 
quarterly ECG course where doctors, members or 
non members, government or non government are 
allowed to get training in ECG. There is a one year 
diploma course on Family Medicine, FCGP, an 
Education Progrmme and this is round the year 
and there is a monthly CME programme on 
multidiscipline. 


Apart from that from time to time, training 
programmes on various current topics are 
conducted upon popular demand and needs of 
Family Physicians eg. Breast Feeding, Syndrome 
management of STDs, ARI, Arsenic Pollution, 
AIDS, etc. 


Besides Dhaka, CME programmes are also 
conducted in other parts of Bangladesh by BCGP 
and also BPMPA, WHO has been very helpful in 
sponsoring CME programme which is a laudable 
contribution towards health care of Bangladesh. 


BCGP bulletin is a regular information media for 
the fellows of the College. BCGP Annals is the 
journal which is quarterly publication of the college 
for its fellows and distributed to various education 
institutions and organization in Bangladesh for 
all Family Physicians. BPMPA and its branches 
publish several scientific journals which are 
distributed throughout Bangladesh. Likewise 
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other societies and associations have their 
publications for their own members Such as 
Bangladesh medical research centre, BMA, BCPS 
etc. 

In my country Bangladesh, General Practitioner 
is a very busy body, sometimes he is pushed to 
limit on next morning or midnight. He needs a 
great deal of information, knowledge, skills and 
management to cope with and to impart better 
service. Present concept of management and 
treatment is an absolute necessity for a GP. He 
needs to update and upgrade himself in all aspects 
of health care such as preventive, curative, primary 
care and continuing care of community irrespective 
of ages of patients in all branches of medicine. 


GPs are the only medical personnel who come 
across a variety of situations. So they are the on 
the lookout to achieve the standard and perform to 
maximum potential. 


Why CME (Continuing Medical Education) is 
necessary- 


To update the GPs with recent development 
in medical fields 


To upgrade the GPs from the existing level 
To develop professional skills 


To communicate efficiently with individual 
families in their problems 


To provide optimum health care 
To carry out professional responsibility 
To provide continuing care 
To manage the practice 
AIM OF CME IN BANGLADESH— 
Refine educational skills of GPS 
CONTINUING MEDICAL EDUCATION 
REQUIRES : 
Collaborative effort between teachers and 
learners 
CME - teaches - To communicate well with 
members of the community. 
GPs receive a great deal of advice and assistance 
in initial and ongoing training 1.e., CME in 
communicating with patients. 
CME is continuing self directed learning by 
and large. 
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CME safe guards quality assurance of 
service 

CME transforms undifferentiated doctors 
into the identity of family physicians 


The trend of General practice has been changing 
gradually. In group practice or bigger practice, a 
manager or supervisor is needed who manages the 
staff, the staff who takes off the load of the 
practising doctor so that he concentrates on seeing 
patients. 

The GPs need training to himself up- to-date with 
changes and developments in professional matters 
be it in medical field, patient — care or managing 
the practice. 


So therefore, CME should be directed to the 
administration as well, along with medical 
knowledge, wide range of skills and techniques to 
provide quality service to the clients. 


It is observed that majority of the results in clinics 
depend on the junior staff. So the ongoing training 
is needed by GP as well as its other staff of the set- 
up (clinics, chambers, surgery). 

Role of GPs are changing with information retrieval 


and accountability inputting on management and 
design of practice. 


CONTENT OF CME BCGP IN BANGLADESH 
Relevant to the needs of doctorsin the country 


Relevant to the services that GPs provide 


CME is built on the opportunities for learning 
in every day practice 


To promote quality services provided by 
General Practitioners / FPs 


Encourages development of a range of 
opportunities in CME, formal nature as well 
as practice based. 


BCGP chalks and its regular monthly programme 
in the beginning of the year but from this year 


biennial course has been drafted which are chosen 
from various aspects — 


1. Current problems to be dealt by GPs 
2. 


3. 


Common diseases of the country 


Epidemic and pandemic diseases 
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StS, Se Bae 


10. 


a 
12. 
13. 
14. 
15. 
16. 
All 


Endemic diseases in Bangladesh regionwise 
Acute illness 

Communicable diseases 

Elderly problems 


Common social problems (alcoholism drug 
abuse etc.) 


Common Health problem in specific situations 
e.g. Industrial, CSWS, Vector borne, etc. 


Community problemse.g. safe drinking water, 
sanitation, Arsenic poisoning, safe disposal 
of sewage etc. 


Nutrition 
Occupational health 
Primary health care 
Environmental health 
MCH and FP 
Depressive illness 


these included in the CME programme to 


enable the Family Physicians to provide a 
COMPREHENSIVE HEALTH CARE in the 
community and thereby the Country. 


VISION OF BCGP IN ITS STRIDE OF CME 


Vision of BCGP (The College of General 
Practitioners of Bangladesh) in its stride of CME. 


Z. 


Ongoing training for GPs/FPs through CME 
in district level FCGP ( a form of CME for 
GPs) course will be conducted at district level 
which is to be implemented through phases. 


Rectification after completion of certain 
number of days of CME per year by each GP 
will ensure their proficiency. 


Communication skill to be improved by-— 


Electrical Communication between GPs 
resulting in more effective patient care 
referrals e.g. 


Mobile Communications 


Personal pages, mobile phone are a handy 
equipments for quick communication which 
make doctors reachable. 
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On home calls, necessary drugs and medical 
equipments may be reachable while making home 
visits. Doctors can be in touch with their chambers 
(surgery) when on road for necessary action. 


* Mobile communication makes difficult job a 


little easier for medical community 
* E-mail 
* For simpler and quicker referrals. 
‘* [Improve ability to book appointments 


* [Improve in diagnostic tests process with 
quicker access to result 


* For improved care after discharge from 
clinics or hospitals 


4. Team building— 


There have been a rapid escalation of the 
numbers of doctors flocking in big cites 
working in general field and primary health 
care canning stress and conflict 


5. BCGP intends to render CME in more 
practical form like, visit in established 
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10. 


surgery, clinics, hospitals, pathological labs 
etc. 


BCGP has a plan to train GPs in bed side 
laboratory techniques to make them more 
self sufficient and make them diagnoses fairly 
accurately 


A range of CME providers are to be developed 
in 


= Practice 
— Post graduate Centres 
— Patient care education centres 


— Academic department of General 
practice 


GP tutors shall hold responsibility for 
ensuring quality of CME. 


College should determine the national criteria 
and standards of CME and a framework to 
monitor implementation. 


PARTICIPATION IN CME IS A 
PROFESSIONAL RESPONSIBILITY OF 
ALL DOCTORS 
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CONTINUING MEDICAL EDUCATION (CME) IN FAMILY 
MEDICINE 


Dr. S. K. Bansal,** MBBS RHSP FCGP, DIPLOMATE N. B.E. (MNAMS) 


Abstract : 

Continuing education is "Learning while earning’ 
throughout the lifespan or atleast till one is active 
in the profession, and helps to keep oneself better 
among the good professional brethren. 


Medical knowledge like all other scientific 
knowledge presently doubles itself once in every 
seven to eight years and in all cases in each decade. 
So by the time one graduates, the knowledge he 
has learned while studying becomes many-a times 
obsolete and one needs to learn fresh discoveries 
and understandings. If the total amount of 
knowledge in a discipline for which the doubling 
period is 10 years is arbitrarily assumed to be one 
unit at a time when one graduated and started 
practice, then according to this concept the 
knowledge available during subsequent decades 
would be 2,4,6,8 units respectively. So the total 
amount of knowledge to be learned being added 
annually would work out to be 0.4 units in second 
and 0.6 units in third decade of one's professional 
career and in later years he is expected to put up 
equal to or even more amount of knowledge 
annually to remain up-dated as compared to the 
total amount of knowledge he was expected to 
learn at the time of his graduation. 


Today the advances in the field of medical science, 
specially in the field of diagnosis and understanding 
of the diseases and so the rationalisation of their 
treatment has scaled such heights that many of 
the causes of causation ( aetiology), methods of 
investigation and treatment unknown earlier have 
been brought to light and have been accepted, we 
should always endeavour to get fresh knowledge 
to remain updated. Hence the C.M.E. and 


reorientation programmes have great importance 
to us and we all pray; "Oh lord, 


k 


GRANT ME an opportunity to improve and 


extend my training since there is no limit to 
knowledge. 


“ Family Physician & General Consultant, Rourkela — 769001 


* HELP ME to correct and supplement my 
educational defects as the scope of sciences 
and its horizons widen day by day. 


* GIVE ME the courage to realise my daily 
mistakes so that tomorrow I shall be able to 
see and understand in better light what I 
cannot comprehend in the dimlight of 
yesterday. 


* BLESS ME with the spirit of devotion and 
self sacrifice so that I can treat and heal the 
suffering servants and preserve their health 
to the best of my ability and knowledge." 


Continuing Mecical Education : 


Needs and Methodology 

Continuing Medical Education is "learning while 
earning” and is sum total of all formal as well as 
informal, education through observation self 
studies and discussions undertaken to provide 
sustained learning throughout the life span or at 
least till one is active in the profession, and helps 
to keep oneself better among the good professional 
brethren. 


A basic doctor is one who after a prescribed period 
of formal education is capable of taking care of 
comprehensive health (Promotive, preventive, 
curative end continuing care of almost all the 
persons of all ages and in all the branches of 
medicine and health) and is capable of living a 
respectful life for himself and in the eyes of the 
people. For this he has to remain updated in 
knowledge and skill althroughout his professional 
carrier. 


Medical knowledge like all other scientific 
knowledge presently doubles itself once in every 
seven or eight years and in all cases in each 
decade. So by the time one graduates, the 
knowledge he has learned while reading becomes 
many a times obsolete and one needs to learn fresh 
discoveries and understandings. Ifthe total amount 
of knowledge in a discipline for which the doubling 
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period is 10 years is arbitrarily assumed to be one 
unit at the time when oldest among the existing 
professionals would have started practice (1940- 
50), the according to this concept the amount of 
knowledge available in the years 1950-60, 60-70, 
70-80 80-90, 90-100 A D, would be 2, 4, 8, 16 and 
32 units respectively. So not only is this amount of 
knowledge staggering, but the average amount of 
knowledge being added annually would work out 
to be 1.6 units in 1980-90 taking the total amount 
of available knowledge in 1940-50 as unit. So those 
who are senior practitioners among us are expected 
to out almost the same or even more amount of 
knowledge annually to remain updated, as the 
total amount of master at the time of their 
graduation. 


The explosion of knowledge in Medicine has 
resulted in :- 


increasing specialization and super 
specialization. 


disappearance of single author text books. 
traditional teaching and learning experiences 
has given place to changing patterns and 
techniques of teaching and learning. 


development of group or polyclinic type of 
General practice. 


Every new discovery in any branch of science 
enriches medicine and adds up the possibility of 
improvement in treatment and prevention of 
disease, thus improving the health of the people 
and prolonging the life expectancy. In the field of 
medicine itself newer techniques of diagnosis, 
more effective drugs and better methods of 
treatment have vastly added to the scientific 
knowledge of the subject. 


Therefore, itis virtually impossible to expect todays 
student to know and grasp his knowledge in its 
entirety and also for him to get an opportunity to 
apply the same in toto. It means whatever be the 
training and period spent for acquiring that and 
whatever be its contents, a doctor will always have 
something new to learn even after he leaves the 
college. Medicine is a life long study and it has to 
be realized that this training has thus necessarily 
to be directed to make him conversant in careful 
observation, examination investigation procedures 
and recording of findings to come to a conclusion 
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for application of the same. Each doctor while at 
College has to acquire the habit of self learning 

self assessment, self evaluation also and self 
decision in all situations. After graduation he has 
to keep himself abreast with scientific advances to 
know the fundamentals and to correctly interpret 
the findings. An insight into methodology of 
investigation techniques and skills and exposure 
at periodic intervals to the hospital polyclinic has 
to be unbolt into educational programme. 


In order to remain updated fully even in ones field 
of practice one has to remain and devote himself 
fully as a saint without having time to bother for 
anything else. But one has to live in the society in 
the midst of various liabilities and duties towards 
all Professional duties form only part of the duties 
of doctor. 


In the past we had institution of Family Physician 
just like that of Family priest, where the physician 
was not to bother for his amenities as these were 
being provided by the People for him without being 
asked for. In turn the physician used to devote 
himself for his whole life like a friend, philosopher 
and guide to the families he cared for and was 
regarded in no way less than the family member to 
his patients'families. 


But now the time has changed. Social values have 
changed. Medicine being a social science practice 
pattern of medicine has also changed. People now 
a days do not consider it their duty to look after and 
provide the amenities for the physician. On the 
other hand because of increasing social awareness 
they just consider it that the physician should 
serve them devotedly and in no way less than the 
best way without expecting much in cash kind. 
Even the state Government employed doctors are 
not paid sufficiently by the state. 


Now-a-days the physician has to bother for his 
livelihood and his family's care. At the same time 
he has to compete. He has to compete with his 
fellow beings professionally as well as with other 
people in the society, who are now becoming well 
off economically, socially and politically and at the 
same time have started considering the physician 
as a purchasable commodity. 

So the physician of today has to care Laxmi as well 


and cannot remain a devotee to Saraswati only. 
Every one is aware that: once some one has to care 
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laxmi to enjoy the fruits other grace (amenities) 
then even if one may/may not be able to meet all 
his professional requirements, he begins to neglect 
sarawsati perfection) and begin to feel that 
worshipping Saraswati is not so much rewarding 
to meet immediate needs as worshipping laxm1is, 
thus in the pursuit of earning he neglects learning. 


The young practitioner try to sustain himself on 
the accumulated knowledge and does not feel the 
need for refreshing. Some of the accomplished 
professionals also maintain themselves merely by 
their reputation or by the work of their junior’ . 
Once a doctor achieves a formal status there is 
little inclination on his part to take part actively in 
the planning and for execution of the programme 
of continuing education. 


A busy practitioner many a times does not find 
time to go through Medical books and journals and 
to attend conferences. Books are costly and at least 
5-6 years behind time, the literature in journals is 
so vast that it puts limitation to this mode of 
learning. Purchasing these is costly and reading 
all these is time consuming He, being busy, is 
unable to go through vast array of journals, which 
are increasing in number by dozens every year. 
Yes it is impossible for a specialist to read 
everything in his speciality. So his knowledge 
becomes static and ultimately he is prone to depend 
upon the detailing of the medical representatives 
and finally in the long run a physician who remains 
isolated and who does not keep himself in touch 
with learning, goes down to the level of nothing 
more than a quack or a layman and becomes a 
deadwood on the profession anda potential menace 
to the sock as the quacks are, because the knowledge 
is advancing at such a pace. 


Eyes do not see what the mind does not know. 
Hence it is very important to keep the mind alert 
and fully brushed up to remain at least equally 
competent if not more competent than future 
graduates and other fellow practitioners. 


The major question however is to find out the 
methodology by which the continuing education is 
to be accomplished. Task is great, difficulties are 


many, but the old adage holds true : Where there 
is a will there is a way. 


A Medico while at college should inculcate the 
habit of self education and learning so that even 


78 


after graduation the doctor must think himself to 
be a student and continue to show keen interest 
and enthusiasm in learning and should put in to 
practice as much as possible from whatever he 


learns everyday. 


In order to keep himself competent andifnot more ° 
atleast equally as competent as the future 
graduates one should continue to learn while 
earning. One should learn what is necessary and 
unlearn what is redundant. 


Again one should try to learn what is new and at 
the same time retain what is fundamental through 
old. 


Adults try to learn as long as it suits their style of 
learning, at a pace which they determine for 
themselves. Medicine is a life long study and a 
physician has to be studying continuously. 


Individual Doctor has to adopt for himself the 
methods and techniques that suits him best. 


There could be various methods but those 
indispensable if a physician wants to continue to 
self educate himself are:- 


1. Evidence: Obtained by the clinician from the 


patients. 

Information : Obtained through : 
Observation 

reading books and journals, 
Audio visual aids, 


Discussion with fellow professionals and 
experts, 


Attending conferences and Academic sessions 
Reasoning : by Clinician himself 


Re-assessment : (on going as well as 
periodically terminal) 


5. 


The patient in this respect is the best educator to 
the doctor, and should therefore be counted as the 
most important source of education besides being 
the source of income. A physician who does not 
discover the education potential of his patient's 
will not be able to lead to three aspects of patients 
management : Diagnosis, treatment and prognosis. 


Recognition : 


An expert clinical interview and detailed physical 
examination supplemented with routine lab 
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investigations as needed will provide the clinician 
the information that he may otherwise miss. The 
peculiarities in the history or examination when 
correlated with past experience and stored in 
memory come handy when dealing with a future 
patient if an identical nature. 


Each patient is a new patient and if we devote 
ourselves by keeping our senses alert and receptive 
and inquisitive we can learn a lot daily. 


During formal education one studies with a view 
to pass the examinations in time and many atimes 
learning skills become secondary. Many might 
_ have left topics not important from examination 
point of view. But now when one is confronted with 
a patient having a problem, then it is of prime 
importance to provide relief to the suppressing 
person and the community. So one must learn as 
and when needed. While caring for the patients 
one should observe carefully and try to correlate 
the phenomenon in him with the knowledge one 
has and to observe, record and verify the deviations 
and details not known to him earlier. 


Self learning from patient observation has to be 
supplemented by gaining sound scientific 
knowledge from existing literature on the subject. 


A practising doctor should be well informed of the’ 


old and well tried methods of diagnosis and 
treatment which may still be valid, but it is 
inexcusable not to know what is new in the line. A 
physician has to cultivate reading habit and 
continue to devote sufficient time in reading, 
- otherwise he will remain in a fools’ paradise. For 
this he should have an easy access to recent medical 
books of recent editions and journals on the subject 
ofhisinterest. So one should keep for himselfthese 
books or atleast those books which are needed 
basically. Better still few practitioners should 
associate and have acommonlibrary, which should 
be housed within easy reach and everyone should 
utilize these to the best of his advantage. 
Institutions, Hospitals, Dist. H/Q Hospitals and 
Health Centres should have good libraries and 
practising doctors in the area should have accgss 
to these. 


The literature can supplement but not replace the 
personal clinical experience. From literature one 
learns the rules and from experience the exceptions. 
Sharing of experience among the medical 
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professionals require that all of them should come 
together. Active communication among various 
medical professionals will be of immense benefit to 
the physician to continue education, The practising 
doctor inspite of his busy schedules should find 
time to attend conferences, academic seminars 
and scientific lectures. Whenever the ‘pportunities 
arise and these should in turn be arranged and 
organized within easy reach and convenient time. 


Every big hospital is a teaching hospital. These 
may/may not be producing graduates/post 
graduates but can play a significant role in 
continuing education of practitioners in the area. 
It has become almost impossible for an independent 
practitioner today to provide the level of patient 
care expected in our society unless he has an 
access to one or more hospital Polyclinics and 
these in turn benefit each other. - 


Independent doctors should associate together 
and form local branches of National Medical 
Association e.g. Indian Medical Association and 
other specialties associations and work in unison 
to execute the continuing education activities for 
their benefit. They should have a library and meet 
regularly at least monthly and discuss medical as 
well as non-medical topics of mutual interest. 


In India I.M.A. has volunteered to undertake to 
organise continuing education activities in order 
to avoid duplication and for proper utilisation of 
available resources it should have co-operation 
and assistance from : 


1. Government: A certain percentage of health 
budget should be allotted for continuing 
education in a way similar to that for 


- undergraduate / post graduate education 
M.C.I. ; to ensure proper standard. 


Universities, Institutions, Medical colleges 
and hospitals and other hospitals : they should 
provide short term refresher courses and every 
registered practitioner should be free to join 
these in any department of his choice as per 
his need. 

Other National Medical Organisations (of 
physicians, Surgeons, Obst: Gynaecologists. 
Paediatricians etc.) : I.M.A.M.S. should act 
as a co-ordinating body and should seek their 


co-operation. 
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IMA College of General practitioners (IMA CGP) 
and IMA Academy of Medical specialities 
(I.M.A.M.S.) should be established in each stage 
and the one at the centre (Head quarter) should 
work as Apex body for planning and co-ordinating 
the activities in various state head quarters. The 
state wings should similarly plan and organise 
various educational sessions and activities within 
easy reach say at All local brances of IMA and/or 
at District H/Q Hospital level. 


JIMA (Journal of Indian Medical Association) and 
state journals of IMA should have regular GPs 
forum for continuing education even at the cost of 
some hike in subscription rates. Journals of 
specialities associations also should have chapters 
on continuing education. 


"Continuing Education Journal for General 
Practitioners’ and "Correspondence education 
course" of IMA CGP are good endeavours in this 
respect. Itis a programme which is easily available 
to the physician student in his home clinic even in 
remote areas and ensures personal satisfaction, 
freedom of choice of time continuity and 
convenience. Every one should take advantage 
and utilise these materials available individually 
or through local branches of IMA and IMS CGP. 


Re-assesment help to guide the organisers as well 
as evaluate the participants. It should be (a) on 
going e.g. Questionnaires in correspondence 
education course. 


Questionnaires in last page of some issue or 
subsequent issue of the journal regarding the 
topics dealt with. 


Feed back from patients and professional brethren 


as well as (b) terminal : e.g. in the form of F.C.G.P. 
exam. 


Annual Medical Auditing by physican himself. 


Recognition gives encouragement and it helps to 
build up and maintain interest in the programme. 
Recognition of continuing education activites of 
IMA DGP by M.C.I. has been done, and we hope 
Fellowship of IMA CGP will also be recognised in 
near future as Diploma/Degree in General Practice 
with this the candidates undertaking continuing 
education and accrediting them will receive 
recognition and better acceptance from public. 


In short : Each and every doctor irrespective of 
whether he isin service/practice should appreciate 
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the need for and devote himself in continuing 
education to keep him updated as the medical 
knowledge is expanding in such a rapid pace. 


He should preferably make himself available for 
emergencies 24 hours but for routine work should 
have limited and fixed hours of work so that he can 
have time to look after his family as well as his 
education. 


He should preferably have consultancy practice, 
dispensing for emergency needs only. 


Have a clinical lab of his own, Routine lab 
investigations are an essential component of 
clinical exam. 


Maintain adequate and proper treatment records 
and periodically review these. 


There should be a proper two way referrals and 
follow up. 


Should not compare his success/failure which 
should develop a reading and discussing habit, 
and should become a member of IMA and associate 
him actively with its functions and benefited by its 
continuing education activities. 


Any educational programme requires active 
participation by all its members. This is where we 
are lacking very much. Some doctors are keen to 
undertake training however there are many who 
would neglect continuing education. One may plead 
: Books are costly, literature in journals is vast he 
being a practitioner in remote area is isolated and 
has no access to fellow Practitioner for discusssions 
and he being busy and poor has neither time nor 
facilities to go through these and cannot even 
dream of attending conferences and eduational 
sessions. Many among these might have even sold 
or given away to the juniors the text books after 
graduating and either do not subscribe to journals 
or even do not go through JIMA, the one they 
might be getting and these have been seen lying 
with wrappers unopend, heavily taxing on our 
conscience. 


Learning really occurs in the willing mind and not 
in the physical structure of the class room/ 
conference room. Continuing education activities 
of IMA College of General Practioners and IMA 
Academy of Medical Specialities is a good 
endeavour. But if we think, we can achieve the 
object of continuing life long learning simply by 
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exposing more physicians to more teachers at 
more meeting, we will fool none but ourselves. 
However audio visual tools and technologies offer 
fresh vistas to continuing education. Regular 
Continuing Medical Education serials should have 
a definite place in National T.V. Programmes in 
the same way as U.G.C Programmes have. However 
Physicians of today should also be impressed upon 
to show greater enthusiasm and keenness to be 
more receptive, for unless he does so all the planning 
and efforts at his continuing education will go 
waste. He should agree with the following prayer 


: Oh Lord, grant me an opportunity to improve and 
extend my training since there is no limit to 
knowledge. Help me to correct and supplement my 
educational defects as the scope of sciences and its 
horizons widen day by day. Give me the courage 
to realise my daily mistakes so that tomorrow I 
shall be able to see and understand in better light 
what I cannot comprehend in the dimlight of 
yesterday Bless me with the spirit of devotion and 
self sacrifice so that I can treat and heal the 
suffering servants and preserve their health tothe 
best of my ability and knowledge". 


ee eying 


For Further reading :- 


BANSAL, Dr. Suresh K. , Continuing M’ education Needs and methodology, 


Vol. 5, No. 2, 1986. Pages 6-12. 
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Orissa Medical Journal, 
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CONTINUING MEDICAL EDUCATION FOR FAMILY 
PHYSICIANS IN NEPAL 
Prof. S. K. Gupta 


Continuing Medical Education is a system,an 
activity,a strategy for changing medical practices 
as well as concept, and it is as rich and varied as 
the problems and the challenges it faces. CME in 
Nepal is 

— sporadic 

— irregularly irregular 

— poorly supported 


— disorganised 


BACKGROUND :. 

Institute of Medicine(IOM) is the first medical 
institution established in Nepal under the umbrella 
of Tribhuvan University.It was established in 1972 
and only after six years in 1978,M.B.B:S. 
programme was started in IOM.MD(GP) was the 
first post graduate programme started in IOM in 
1982 and now there are 13 Post graduate degree 
and Diploma programmes running in IOM.Till a 
few years ago,IOM was the only medical institute 
in the country whereas now seven other medical 
colleges have come up. Out of these seven,one is a 
Government Medical College and remaining six 
are Private Medical Colleges. The present 
population of Nepal is estimated to be 20 million 
plus and compared to that population the number 
of physicians in Nepal is estimated to be approx. 
2000 only. Nepalisa country full ofrural areas.The 
doctors posted in these rural areas are not only 
geographically isolated but intellectually as well. 
They do not get any kind of CME in those areas. 
Thus it has been rightly said that CME seems to be 
a luxury in developing countries. 


PROVIDERS OF CME IN NEPAL: 


-Academic Institutions like Universities, Medical 
Colleges ,IOM 


-Medical Professional Organizations: GPAN, NMA 
etc 


-Ministry of Health: Training division 


Head, Department of Gene 
Kathmandu, Nepal 


-International and Non _ governmental 


Organizations 
- Pharmaceutical Companies 


-Government and Private Hospitals 


INSTITUTE OF MEDICINE (IOM): 

It has several units, centres and departments 
which are directly or indirectly involved in CME 
for family physicians of Nepal.They are: 


Medical Education Department(MED):is involved 
in various medical educational activities e.g. 
teachers’ training, curriculum development and 
update talk programme for different level of 
medical manpower. 


Health Learning Materials Centre(HLMC):is 
primarily responsible for producing teaching 
materials including books, journals and has helped 
to establish Healthnet as well. 


- Healthnet: It is trying to establish a national 
network and has its central office in HLMC 
building. 


- IOM Journal is published once in three months. 


- Department of General Practice and Emergency:Is 
primarily involved in the teaching of General 
Practice Residents and helps in producing 
FRONTLINE journal as a small step towards 
providing CME to the Physicians especially Family 
Physicians. It has also provided CME to lower 
level of health manpower in the form of Radio 
Programme called"IOM to Health post". Ina survey 
done to find out the number of listeners, it was 
found that approximately 60% were listening this 
programme. 


PROFESSIONAL ORGANIZATIONS IN 
NEPAL: 


-Nepal Medical association(NMA) 


-General Practitioners' 
Nepal(GPAN) 


-Nepal Pediatric Society (NEPAS) 


Association of 


ral Practice and Emergency Medicine, T.U.Teaching Hospital, Institute of Medicine, 
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-Nepal Society of Obstetrics and Gynecology 
(NESOG) 


-Society of Anesthesiologists of Nepal(SAN) 
-Nepal Ophthalmic Society(NOS) 

-Society of Surgeons of Nepal(SSN) 
-International College of Surgeons(Nepal Chapter) 
-Society of Internal Medicine of Nepal(SIMON) 


-Society of Dermatologists,Venereologists and 
Leprologists of Nepal(SODVELON) 


-Nepal Orthopedic Association(NOA) 
-Nepal Radiological Society(NRS) 


-Association of Clinical Pathologists of Nepal 
(ACPN) 


-Nepal Oral Health Society(NOHS) 
-Association of Anatomists of Nepal(AAN) 


All these Societies and Associations are involved 
in various CME programme especially for their 
own members. 


MINISTRY OF HEALTH(MOH) : 
General Practitioners are usually posted in 
different level of Health Institutions under MOH. 
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These are Central Hospitals,Regional 
Hospitals,Zonal Hospitals and District Hospitals, 
These Hospitals especially Central, Regional and 
Zonal Hospitals do conduct some CME 
programmes for their own staffs usually at the 
initiation of some interested person. MOH also 
has atraining division at the center, which conducts 
various academic activities for different level of 
manpower. 


RECOMMENDATIONS : 


-Medical Colleges having infrastructure must be 
given the role to conduct regular CME programme 
for Physicians 


-Respective Professional Organization must 
assist(GPAN for the family physicians of Nepal) 


-Funding must be provided for CME as an integral 
part of the academic programme both by the 
University and the Ministry of Health 


-CME must be regarded as an integral part of all 
medical education. It is high time; WONCA- 
MESAR must share their experience and develop 
strong linkage and CME network. 
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GROUP DISCUSSIONS & RECOMMENDATIONS 
GROUP A 
Subject : Distance Learning in CME 


Group Leader: Dr. Alfred W. T. Loh Rapporteur: Dr. Max Watsan 


Dr. Manohar Joshi 11. Dr. S. K. Bansal 
Dr. Bharat Yadav 12. Dr. Alfred W. T. Loh 


Dr. R. D. P. Shah 13. Prof. Nurul Islam 
Dr. Bhattarai Mukti Nath 14. Dr. B. Desmond J. S. Fernando 
. Pratap Narayan Prasad 15. Dr. M. Nurul Islam 
Dr. S. K. Jha 16. Dr. M. Farug Uddin Chowdhury 
Dr. Gloria Witt 17. Dr. Salsabeel Zia 
Dr. Max Watsan 18. Dr. Greg Papworth 
Dr. Thomas Sen Bhanu 19. Dr. Saadat Ali 
10. Dr. M. Tariq Aziz 20. Dr. Zafrullah Chowdhury 


eee See SS PS 
0 
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RECOMMENDATIONS 


Distance Learning is learning without formalface (Effective channels to communicate) 
to face conventional contact between learner and 
teacher learning on the Doorstep / Frontline 


When 


At time convenient to trainee 


Good Post Service - 
Encouragement 
A Planned program with minimum repetition 


The trainer must understand, be sympathetic to 
the situation & needs of the trainee. 


How 


Th . ° 
pase eeaeyammetmaatoncendienice e-che aaemin Allied topics also to be included (non medical) 


Commitment from trainee & trainer 


Knowledge Skill Attitudes 
Time to study , 
a Writtten Pictures Role Play 
Finance Minimum cost to do the job modules. ; 
Journals Videos Trials 
Prompt Feed back 
Abstracts Electronics 
Periodic Assessment of progress Phone Media 
Clear incentives. (Post) Radio 
Clear Contents Video Tapes 
Relevant to trainee. Digestible Computer 
Appropriate message CD (Rom) 
Key Local facilities E-mail 
Referrals with feed back Internet 
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GROUP -B 
Sjubject : Core Curriculum of CME in MESAR 


Group Leader : Dr. Zorayda E. Leopando 
Dr. Padam Bahadur Chand 
Dr. Shrwan Chaudhary 
Dr. Olak Bahadur Jirel 
Dr. Bhola Ram Shrestha 
. Pasupati Chaudhary 
Dr. Urmila Bharati 
Dr. S. K: Mohan 
Dr. B. B. Barua 
Dr. Shahida Rahman 


Sar? Sa agr * Sher Cae Gy Sepe 
~) 
5 


Rapporteur: Dr. Shahida Rahman 
10. Dr. Nazimuddin Ahammed 

11. Dr. Riaz Qureshi 

12. Dr. Zorayda E. Leopando 

13. Dr. Noor A. Akhter 

14. Dr. Sajjad A Malik 

15. Dr. Abdul Hamid 

16. Dr. Adnan Ahmad Albar 

17. Dr. Manohar Joshi 


RECOMMENDATIONS 


Create positive environment 
e Incentives 


accreditation 
promotion 
appointment 
travel allowance etc. 
¢ Compulsory - for registration 
¢ Supervision & follow -up 
e Assessment : 
Pre/Post CME 
Self-Assessment 
Evaluation of programme 
° Regular CME programme to provide more 
opportunities 
Funding 
¢ government 
¢ university 
¢ pharmaceuticals 
¢ colleges 
¢ fees from participants 


¢ partnership with other specialties 
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KNOWLEDGE 

What : Deficiencies 
do not know 
forgotten 
advances / recent 
developments 


common health problems of patients, all ages 
(common & non common) 


Health promotions, prevention 

rehabilitation 

Govt. policies, programmes 

Elements of PHC 

Experiences of other Family Physicians 

Needs based on practice 

How : Self - learning 
Journal 
Group discussion 
Inter referral 
TV. Audio / video 
Internet 

Where: University, Colleges 
Work place 
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Trainers : Colleagues 
Established GP’s , FP tutors 


Medical council 


other specialists 


SKILLS 
What: Practical Experience 


CPR. Advanced CPR 
Life saving/emergency operations 
Trauma 
Disaster management 
Surgical contraception 
Communication skills, counselling 
Terminal / Palliative care 
Rehabilitation 
Where : University, govt. colleges, 
work place (bring experts) 
How : See one, do one, teach one 
Trainer : Established GP 
FP tutors 
Colleges 
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ATTITUDES 
What 


How 


Medical council 
University experts 


Colleagues 


: Willingness to learn 


Patient centered care 

Patient treated as individual 
Loyalty to patient, confidentiality 
Educating patient 

To be humane to patients 

See pt. in context of family 
Patient autonomy 

Counselling 

DPR (Doctor Patient Relationship) 
Lecture - Workshop 

Audio visual 

Films 


VTR of consultation 


¢ Self-critique 


¢ feed back from others 
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GROUP - C 
Subject : Accreditation of CME in MESAR 


Group Leader : Prof. Wesly E Fabb 


Prof. S. K. Gupta 

Dr. R. S. Thakur 

Dr. B. B. Pantha 

Dr. J. B. Shrestha 

. B. S. Maskey 

Dr. Madhusudan Sharma 
Dr. Stephen Scott 

Prof. Wesly E Fabb 

Dr. Ainul Islam Chowdhury 


- eS ie Pose or 
o 
a 


Rapporteur : Dr. Stephen Scott 
10. Dr. Leela De A Karunaratne 

11. Dr. Hafizur Rahman 

12. Dr. Colin Bullough 

13. Dr. A.K.M. Abdus Salim 

14. Dr. Emdadul Haque 

15. Dr. A.K.M. Nurul Islam 

16. Dr. Abdul Waheed Khan 

17. Dr. Mrs. Shahnaz Saeed Hassan 
18. Dr. Austair Appleby 


RECOMMENDATIONS 


How : 
When : 
Where : 
Problems Solutions 
geography * Locality groups 
* Postal (handouts) 
* VIDEO ?? 

- electricity 
support also part of CME * Week 1 year 
(involves meeting * Output from less 
other does) centralised 

Medical Schools 
Must be location specific * generated within 

country 


Comments from Honourable Participants : 
Dr. Riaz Qureshi : 80% Health Care Service is 
given by Family Physician and only 20 % given by 
the specialist so CME is necessary to update their 
knowledge. 


Dr. Alfred W T Loh : We must concentrate to the 
practical aspect of CME Programme to update the 
skills of Family Physicians. 


Prof. N. Islam : CME should be obligatory & the 
measures should be taken such a way so that, that 
assessment bears a certificate unless it is done 
people won't come. 


(The service to Doctors) 


¢ traveling camps 
visiting specific 
locations 
Reaccreditation 

* 5 yearly assessment 
* Legislation 
Private practice commitments - losing patients. 


Motivating Doctors , 


Problem Solutions 

Rurality Research + audit opportunity 
Unique to area 
Fear ! legislation ! 
litigation ! 

Funding Pharmaceutical companies based 


(secondary agenda) 
NGO Sponsored 


Synthesis : 

Doctors of tomorrow may not be the doctors of the 
day-after-tomorrow, as societies and health 
systems evolve and adaptation to current and 
anticipated needs continues (WHO). So CME must 
be an integral part of all Colleges/Academies/ 
Dept. of General Practice to make physicians 
updated. For CME to be effective, Doctors must 
want to learn, curriculum should be relevant and 
it must meet the Doctors needs and patients needs 
as well. A strong linkage/network of CME must be 
developed for Family Medicine in MESAR. 
Accreditation for CME must be developed. 
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Saturday, Feb. 14, 1998 


08.00 Summing up of the of previous day's programme Dr. M.N. Islam 
Dr. S.K. Gupta 
Dr. B.B. Barua 
PLENARY SESSION - III 
CLINICAL TEACHING IN FAMILY MEDICINE 
Chairman: Prof. (Dr.) Zorayda E. Leopando (Philippines) 
Dr. Adnan A. Albar (KSA) 

Moderator: Dr. M.Tariq Aziz (Pakistan) 

09:00 Hrs. Clinical Teaching in Family Medicine Dr. Jay Wickram 
Rajah 


09.15 Hrs. 


Clinical Teaching in Family Medicine Prof. W E Fabb 


WORKSHOP SESSION - III 
CLINICAL TEACHING METHODOLOGY 


10:30 Hrs. 


Chairman: Prof. Bengt M. W. Linder (Oman) 
Dr. Zafrullah Chowdhury (Bangladesh) 


Moderator: Dr. B.B. Pantha (Nepal) 


OPEN FORUM 
¢ Gestational Diabetes as high risk pregnancies Dr. AKM Abdus 
strategies for Screening Diagnosis& Management] Salim 


EPO rire... 


¢ Dilemma in Rural Family Practice Dr. Nazimuddin 

Ahammed & 

Dr. B. B. Barua 
¢ Vocational Training in Family Practice in Aga Dr. Riaz Qureshi 
¢ Experiences of a Family Physician in a Rural Dr. MN Bhattarai 

NGO Hospital of Nepal 
13:00 Hrs. LUNCH 


14:00 Hrs. 


GROUP DISCUSSION 


GROUP. A, B, C, D 
TEA 


Presentation by the Group Leaders 
Discussion & Moderation 


CLOSING CEREMONY 
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15.00 Hrs. 
15:30 Hrs. 


16:30 Hrs. 
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CLINICAL TEACHING IN FAMILY MEDICINE 
Prof. Wesly E Fabb 


To begin, I want toremind you first of the principles 
of adult learning, as they apply particularly to 
clinical teaching, where we interact with young 
adults whose learning we have the responsibility 
and pleasure to facilitate. 


The principles of adult learning 
The most effective learning takes place : 


* in a non-threatening learning environment 
where there is a_ good teacher-learner 
relationship, 


where learners can assess themselves against 
a gold standard and thereby ascertain their 
learning needs. 


where they can select their own learning 
experiences, 


where they can apply their newly acquired 
skills and knowledge immediately, 


where they have opportunities to pass values, 
skills, and knowledge onto others, 


where they can assess progress towards their 
goals. 


Adult learning emphasizes learning through 
experience; the search for personal meaning; 
responsibility for, and empowerment of the learner 
in constructing meaning; motivation to solve 
problems; and self reward through esquire. 


Clinical teaching in family medicine needs to 
embody the principles of adult learning, and discard 
the traditional but outmoded paternalistic 
approach, whichis not suitable for mature learners. 


In implementing these principles, teachers 
therefore need to adapt their teaching so that they 
act as facilitators of learning, rather than 
attempting to impart knowledge to passive 
learners. 


The ideal approach to family medicine teaching 


Taking into account the principles of adult 
education, the ideal family medicine curriculum 
will be: 


* learner oriented, based on the principles of 


adult learning, 
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problem based, using actual patient problems, 


focused on priority health problems, the 
prevalent and the serious conditions they 
will encounter in practice, 


competency focused, aimed at developing the 
essential competencies needed in practice 


family oriented, recognizing the central 
importance of the family in health and illness 


community centered, acknowledging 
community influences on health and illness, 


attuned to assessment and quality 
improvement, always seeking to enhance 
patient care 


Ideally the assessment and quality improvement 
processes should be both formative and summate, 
and reflect the curriculum. 


I will now focus on the attributes of the family 
medicine clinical teacher. 


The family medicine clinical teacher 

A family medicine teacher is a 

* role model 

* motivate 

* knowledge and skill disseminator 

* assessor and 

* researcher 

Role model 

Role modelling is the most important thing that 
teachers do. We do it all the time. No matter what 


we are doing, whether good or bad, the students 
and trainees are watching every over we make. 


There are four important aspects ofrole modelling: 
* embodiment of values, 

* exemplar of attitudes, 

* champion of standards, and 

demonstrator of process 

Embodiment of values 


The teacher is an embodiment of values. There are 


many examples. One of these is being a caring and 
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murmuring person. To be such a person, we must 
learn to value people. We must be patient centered. 


We must be focused on the doctor-patient 
relationship. We value this most important 
relationship between our patients and ourselves. 
However, we cannot deal with just the patient, we 
need to think of the family to which the patient 
belongs because the family is a very important 
determinant of health and illness. The sick person 
is influenced by the family and vice versa. 


We must also value community data (cultural, 
economic). We need to be community minded. We 
value contextual information (family, community 
and work.) 


We value continuity of care; we keep records. We 
value comprehensive care and we are available 
and accessible when our patients need us. 


Exemplar of attitudes 
The attitudes we exhibit are very important. 


We need to be positively helpful to students and 
trainees, especially when they are in clinical 
settings, which they may find threatening. We 
need to build their esteem. We should not put them 
down, but rather, we should build up. One of 
today's problems is that many people have lost 
their self-esteem. 


We must behave concurrently. Whatever we do, 
we must be consistent. We must exhibit awareness, 
openness, and genuineness. 


In interacting with patients, we need to avoid 
negative stereotypes such as being 
unapproachable, domineering, condescending or 
adopting a ‘know-all' attitude. Patients are much 
better at reading the doctor than we are at reading 
the patients. They are very sensitive in picking up 
anything that is disparaging or negative. 


Champion of standards 


The teacher is acham pion of standards. Theteacher 
defines criteria (what things are important ?) and 
sets standards (what quality is acceptable ?), and 
helps students to achieve these standards. 


Demonstrator of process 


The teacher is a demonstrator of process. He 
shows how to do things, explains why they are 
done that way, and reflects on actions that have 
been taken. The teacher should be a "reflective 
practitioner". 
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Motivate 

The teacher is a motivate, and 

‘I inspires by example 

‘k excites by challenge 

* challenges with questions, and 

* promotes reflection on the actions taken 
Knowledge and skills disseminator 


The teacher is aknowledge and skills disseminator, 
disseminating 


= concepts 


* principles 


* guidelines and rules of thumb 
* essential facts, and 
* essential skills 


There are several tasks that the teacher undertakes 
as a knowledge and skills disseminator. The 
teacher: 


* exudes enthusiasm (getting the attention of 


students and trainees, thus facilitating 
learning), 


* focuses attention on important areas of the 
subject, and areas that are likely to be difficult 
to comprehend, 


set objectives for the learning task, 
checks prior learning 
makes learning meaningful and memorable 


facilitates encoding/recall of information so 
that learner is able to retrieve this when 
needed, 


* assesses learning 

The main purpose of learning is to be able to 
relieve the information from memory when this is 
required later. If one learns something and it 
disappears into a black hole, it is no use. 


The teacher facilitates encoding/recall of 
information so that the student is able to retrieve 
it when needed. One way is through the use of 
mnemonics. The idea behind mnemonics is to 
inject sense into apparently senseless material. 
For example, the mnemonic "Ten zebras beat my 
cow" makes remembering the branches of the 
facial nerve memorable. It stands for temporal, 
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zygomatic, buccal, mandibular and cervical 
branches. 


Another way of facilitating learning is to get the 
student/trainee to go beyond "what is it ?" to think 
about "how" and "why" ; to relate the new 
information to existing knowledge, and to use the 
new information as soon as possible. 


Explicit categorization of the subject helps the 
learner store information. For example, we can 
categorize the learning of a medical condition as 
the presenting symptoms, differential diagnoses, 
important physical signs, relevant investigations 
and management. The latter can be categorized 
further into specific treatment, symptomatic 
treatment, supportive treatment, and indications 
for referral and follow-up care. Explicit 
categorization is also helpful in patient education. 


Assessor 

The teacher is also an assessor. the teacher: 
= establishes what to assess, 

* determines how this is to be done 


* designs valid assessment tools, 


oh 


* reliably assesses the student, and 


* gives constructive feedback 


Researcher 
The teacher is also a researcher. The activity of 
research has been labelled as "organized curiosity", 


The teacher should be a "reflective doctor", 
therefore: 


and 


* ask pertinent questions such as "why is it 
so ?" 

* formulate plausible hypothesis 

design sound research 

* collect data reliably 


* analyze data validly through the use of the 
right methods of analysis, and 


* draw conclusions fairly 


Conclusion 

To be a family medicine clinical teacher is a 
challenging job. It is also a rewarding one. In the 
process of teaching one learns to be a better teacher, 
and a better doctor too. 
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GESTATIONAL DIABETES AS HIGH RISK PREGNANCIES; 


STRATEGIES FOR 


SCREENING, DIAGNOSIS 


AND MANAGEMENT 
Dr. Zobaida Hannan, Dr. A.K.M. Abdus Salim 


Abstract : 

Due to the shortage of obstetricians in Bangladesh 
most of the pregnant mothers ofrural area & some 
of the urban area consult with the general 
practitioners. General practitioners must have a 
fair knowledge on highrisk pregnancy. Gestational 
diabetes is a high risk factor in pregnancy. 


The purpose of this study was to investigate GDM 
as high risk pregnancy. A total 380 unselected 
pregnant women were given 75gm of glucose for 
tolerance test. 38 pregnancies were found to be 
GDM (10%). Diet or Insulin therapy was offered 
only to patients with fasting blood sugar 
level>105gm/dl or a 2 hrs post glucose load value> 
105 gm/dlora2hrs post glucose load value>200mg/ 
dl. With time to time careful Glycaemic control, 
appropriate choice of time method of delivery, 
following outcomes were observed: Normal 
delivery-27 LUC-6, forcep-01 and 04-cases were 
not reported. 


Introductions: 

Before the proper screening of GDM 10% of total 
pregnancies lost their offspring due to Diabetes 
which is high risk for the mother and child like 
spontaneous abortions, still birth, Hydramnios, 
congenital malformation and complication to 
mother during pregnancy. 


Diagnosis and Screening : (4) 

According to WHO recommendation 75gm oral 
Glucose tolerance test was offered to the patient 
from 24 weeks to 34 weeks pregnancy. Diagnostic 
values for both screening, Diagnostic purposes for 
75gm OGTT are stated below. 


DM Fasting BS > 7.8m. mol/L 
BS 2hs after75G > 11.1m.mol/L 
Fasting BS - 7.8 m.mol/L 


BS 2hs after 75G_ - 7.8--11. m.mol/L 
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Several studies show that glycosylated hemoglobin 
is not suitable for screening due to their low 
sensitivity and as the test is very expensive and 
facilities of this test were not available all time, so 
this test was avoided in this study. 


Whom to be screening ? (5) 


There are some risk factors which are frequently 
associated with GDM. In this study we found 
following are frequently associated with GDM: 


----Family H/O Diabetes 

----Obesity 

----Age over 30 years or glycosuria 
----Random plasma glucose > 7.8 m.mol/L 


----Some prenatal features also belong to the risk 
factors such as. 


H/O still birth 


Macrosomia, Polyhdramnios 


When screening should be done ? (6) 
According to WHO/IDF working group all pregnant 
women should be screened for GDM in between 24 
weeks and 28 weeks. In our study we screened in 
between 22 weeks to 32 weeks. 


Out come of screening : (7) 

About 380 pregnant patients attending at Comilla 
Diabetic Hospital and one maternity clinic at 
Comilla were given 75gm glucose for tolerance 
test. 


38 cases were detected as GDM (10% of 
pregnancies) 


And following outcomes were observed-diet or 
insulin therapy was offered to the patients. 


Normal delivery 27 cases 
LUCS 06 cases 
Forcep O01 case 


4 cases did not report. No congenital malformations 
were observed. 
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Management : 

Diet and insulin therapy were given to patients. 
Long acting insulin were given and some cases 
received mixed insulin also ( 17 patients received 
insulin and 21 patients treated with diet control 
only), patients were advised to attend Diabetic 
OPD at 2 weeks interval initially and at 01 week 
interval from 32 weeks onward. In each follow up 
visit patients blood glucose level, urine for protein, 
glucose and acetone and weight of the patient were 
carefully monitored and the dose ofinsulin adjusted 
according to the blood sugar level. The growth of 
the baby was also monitored by ultrasound 
screening from 32 weeks onward. 


Therapeutic Regime 
Nutrition 


: Dietary therapy and 


(21 patients received dietary therapy) 
Usual Diabetic diet 
Usual Diabetic diet 
Usual Diabetic diet + 300 cal. 


lst trimester 
2nd trimester 
3rd trimester 


For obese - 1st trimester : Wt. reducing diet 1000- 
1400 cal/day, 2nd & 3rd trimester : Usual pregnancy 
diet. 


10% cal. ~ Breakfast 
30% cal. ~ Lunch 
35% cal. - Dinner 
5-10% cal. ~ Sauces 


Insulin Therapy : 
17 patients received Insulin therapy 


12 had long acting Insulin before breakfast and 
before dinner were given to maintain basal 
requirement, 05 patients also received premixed 
insulin ( Shortacting + Long acting ) 


70% 30% 
Human or monocomponent were preferred 


Target to achieve blood glucose 

In our study we follow- 

Fasting 5 m.mol/L 

2hr. p.p. 6.5 — 7m.mol/L 


Management of Labour and delivery: (9) 


Aim should be to deliver a normal sized, full term 
baby if no obstetrical or fetal complications arise. 
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When everything was all right we allowed 
pregnancy be continued to at least 38 weeks. To 
avoid still birth, Diabetic women are commonly 
delivered at 38 weeks. 


04 hourly blood glucose estimations were done to 
keep blood glucose 5-7 m.mol/L during labour. 


9-7 gm. glucose / hr in i.v. infusion if needed in a 
separate set at arate of 0.02-0.04 unit/hr/kg were 
followed. In case of elective cesarean section it was 
done at morning and her morning dose of Insulin 
was omitted at the day of operation. Glucose Insulin 
infusion was not required until fasting blood glucose 
rises more than 7.8 m.mol/L. 


Mode of Delivery: 


Vaginal delivery was preferred as the safest method 
unless specific indications for cesarean section. 


Management of Labour: 


Our aim was to deliver a full term normal size 
baby. 28 cases went upto 38-40 weeks & attended 
a private clinic with labour pain. During labour 
blood sugar was taken & varies from 6-7.5 m.mol/ 
L. In all cases 5% dextrose were given. No Insulin 
was given during Lobour. 27 cases delivered 
normally. Episiotomy was given. 01 had forceps 
for delayed 2nd stage of labour. Cord blood taken 
from the baby and blood sugar varies from 5-7 
m.mol/L. No abnormality was found with the 


babies. 


Those who were on insulin were treated with 
Insulin Inj. Actrapid H.M. upto 6 weeks post 
delivery. No insulin after 6 weeks. 


Elective cesarean section was done in 6 cases. 


Operations were done in the morning. Fasting 
blood glucose were estimated which varies from 5- 
9 m.mol/L. 5% dextrose in water i.v. infusion was 
started before operation. No Insulin was given in 
the drip for neutralization. Immediately after 
operation blood glucose was 8-10 m.mol/L & 4 
hourly blood glucose was estimated for 24 hours & 
it was 6-10 m.mol/L. Mixture insulin was given S/ 
C twice daily upto 6 weeks after operation. Blood 
sugar was within 6-8 m.mol/L. No insulin was 
given after that period. 


Management of the baby: 

Blood glucose estimated from cord was within 6- 
8 m.mol/L. One macrosomic baby delivered whose 
weight was 10 lb. 
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Baby's weight varies from 6-10 lb. No abnormality 
was found within babies. 


CONCLUSION : (11) 

Pregnancy is a normal phenomenon but it is at 
risk when it is complicated with Diabetes, So in 
our study it is found that it should be screened out 
with 75 gm. of glucose in empty stomach during 24 
weeks onwards whenever patients attend. 
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With the random blood sugar it is not possible to 
screen out G.D.M. The parentage is very small 
that is 0.5%. All obstetrician and general 
practitioners must be aware of the Gestational 
Diabetes, its diagnosis and treatment. Health 
education & community participation are also 
necessary to prevent the risk of mother and child. 
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DILEMMA OF RURAL FAMILY PRACTICE 
Dr. Nazimuddin Ahammed & Dr. B. B. Barua 


Rationale 

People living in rural area require the security of 
ready access to medical care at times of serious 
illness or injury, basic health requirements such 
as clean water, adequate food & shelter, and limited 
access to modern medical services. 


Advantage 

Rural Family Practice defines rural medical 
practice where the location of the practice obliges 
some general practitioners to have, or to aquire 
procedural and other skills not usually required in 
urban practice. A rural practitioner is much more 
likely to be looking after individual patients for all 
of their medical problems on a continuing basis 
and to be caring for other family members. Thus 
comprehensive and continuing cares are frequent 
realities in the country. Rural practice in the 
country environment and life style which is 
associated with family ofrural people identified by 
rural doctors include community standing and 
respect, coupled with a sense of belonging to stable 
community and enjoyment of outdoor living with 
many recreational opportunities. 


Rural practice can offer considerable professional 
rewards and satisfactions coupled with the 
attractions of significant social status away from 
the difficulties of city living, a tax paid situation. 


Barrier 

Rural practitioners are misperceived, and the key 
misperception is that a rural practitioner is a 
second class medical practitioner. An important 
attitudinal problem is that oflearned helplessness. 
The highest that many new medical graduates 
aspire to in dealing with medical problems is being 
able to assess to which specialist he is to refer the 
patient, contemplate rural practice where they 
have to manage problems themselves without 
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access to high technology medical facilities and 
specialists; other barriers include heavy workload, 
long hours on call, lack of infrastructure, personal 
and family issues, spouse is treated differently for 
time. Employment of spouse and education of 
children are often significant problem in rural 
practice in addition to ‘free’ patients and low 
consultancy payments for Physicians. There is 
absolute deficit, in obtaining appropriate training 
and ongoing educational support. 


Inference 


To overcome the problems for rural family 
physician needs, is to establish an integrated 
carrier pathway of education & training for rural 
practice, beginning at the pre-graduate level and 
continuing through undergraduate medical 
education to specific rural practice, vocational 
training followed by appropriate continuing and 
university graduate education, practice structures 
and family support. 


There is a need to establish an integrated carrier 
pathway of continuing through under-graduate 
medical education, practice structures & family 
supports. Retention in rural practice is likely to be 
improved through tailored continuing education 
and professional development programmes. 
Ultimately encouragement in practice with 
increase when students and new medical graduates 
see rural practice as a ‘positive’ carrier options like 
reasonable working conditions; balanced between 
working loads on call and free time, cross coverage, 
locum relief, financial benefit /rewards, education 
facilities for children, transport, continuing medical 
education (CME), professional support, higher 
university studies, financial and material support, 
family & spouse support, & national support . 


This is a gist information, dilemma of rural family 
practice. 
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RESIDENCY TRAINING PROGRAM IN FAMILY MEDICINE AT 
THE AGA KHAN UNIVERSITY, KARACHI, PAKISTAN 


Dr. Riaz Qureshi 


The Family Medicine Residency Training Program Table-I 

at the Aga Khan University Center (AKUC) was Qualities of a Trained Family Physician 
initiated in November 1993 by the Department of 
Community Health Sciences.A Fellowship 
Examination or Family Medicine was approved by 
the College of Physicians and Surgeons, Pakistan, 
in 1992. AKUC has the distinction of having the 
first organized residency training program in 
Family Medicine in Pakistan. 


= Caring 

= Clinically Competent 

= Cost Effective 

= Continuity of Care 

= Comprehensive Care 

= Common Problems Management Expertise 
= Co-ordination of Care 


OonNnAAiLhwWNW FH 
Gata Cre era) C2 C2 G2 


Objective = Community Based Care and Research 
The goal of the program is to train physicians to = Communication and Counselling 
deliver caring, high quality, cost-effective and Skills of High Standard 

comprehensive primary medical carerelevanttothe 19 C = Continuing Medical Education 

health needs of individuals and families in Pakistan 

and other developing countries - Table-I. Duration of Training : 


The residency training will produce caring, skilled, Family Medicine Residency is a 3 year program. 
knowledgeable and clinically competent Family For trainees performing exceptionally well of those 
Medicine physicians who would be able to save the who are returning to a rural area of Pakistan, an 
health care needs of all ages and both sexes of the urban optional 4th year program may be organized, 
and rural populations of Pakistan, not only caring for according to individual training needs and 
the sick but also aiming to keep people healthy. depending on availability of funds (Table-2). 


Table-2 
Family Medicine Residency Training at AKU 


Year-1 : In-patient Rotations 


Internal Medicine Paediatrics Surgery Obstetrics / Gynaecology 
3 months 3 months 3 months 3 months 


One afternoon per week Core Curriculum in Family Medicine 


Year-2 : Out-patient Relations 


Lab/ Surgical ENT & Psychiatry/ Ambulatory Medical Rural 
Radiology Specialty Eye Dermatology Paediatrics & | Specialty Medicine 
; 7 Clinics Clinics Emergency Clinics 
mon 1 month 1 month 2 months 2months 2months 3months 


One afternoon per week Core Curriculum and Fofir Family Medicine Clinics Sessions per week 


Year-3 


Family and Community Medicine Experience - 9 months 
5 days in Family Medicine and one day in 
Community Medicine or RETP Course 
One afternoon per week Core Curriculum & Ongoing Research and Dissertation 
Year-4 (Optional) 
* Clinic Session = 3 hours duration 


Electives 3 months 
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Eligibility : 

The selection of the candidates is based on the 
fulfilment of the following criteria : 


1. M.B.B.S. from an approved medical college. 
Preference may be given to those with 60% 
marks in the final professional examination. 

2. Oneyear house job, of which 6 months may be 


in medicine or related fields, and 6 months in 
Surgery or related fields. 


The AKU internships residency MCQ (Multiple 
Choice Questions) examination is used as a 
entrance screening test and the final selection is 
based on interviews with the Family Medicine 
facility. 


Those candidates who have passed the Fellowship 
of College of Physicians and Surgeons, Part I 
(FCPS-I) in Medicine and allied or in Community 
Medicine, may be given preference. 


EDUCATIONAL SCOPE AND CONTENT : 


a. Clinical Training : 

First year of residency : During this year the 
Family Medicine Residents train in in-patient 
clinical care through 3 monthly rotations in the 
departments of Medicine, Surgery, Paediatrics 
and Obstetrics and Gynaecology. They are 
responsible for admitting, clerking and managing 
patients under the supervision of senior residents 
and family team leaders of the concerned 
department. 


Second year of residency : Year 2 comprises of 
subspecialty out-patient training including 
emergency room experience, family medicine 
continuity clinics and a rural relation. Three 
months of this year are spent in a supervised rural 
rotation program for increasing awareness and 
experiential management ofrural health problems. 
The 2nd year residents are expected to pass FCPS 
Part I examination before being promoted to the 
3rd year of residency. 


Third year of residency : 9 months of this year is 
devoted to active participation in Family and 
Community Medicine Service. Upto 3 months are 
available to be used as an elective period in 
specialties which meet the specific training needs 
of the individual trainee. 


b. Core-curriculum : 
In the first of the residency, the residents must 
touch base with Family Medicine for at least half 


UT 


a day every week (Thursday afternoon). An 
interdisciplinary structured Clinica] Core 
Curriculum has been organized by the Family 
Medicine faculty, designed to highlight the Family 
Medicine aspects in health care, and approved as 
training criteria by the College of Physicians and 
Surgeons, Pakistan (CPSP) 


It is mandatory that all residents will actively 
participate in the half day per week integrated 
Core Curriculum. 


In either the second or third year of the residency, 
the residents acquire didactic education on research 
methodology, proposal writing basic biostatistics 
and epidemiology (duration 1 month). 


c. Evaluation : 

Continuous evaluation and feedback between 
residents and the faculty is an essential feature of 
this training program. Evaluation of residents 
from other specialty departments is obtained by 
the Family Medicine Residency Coordinator at 
the end of each rotation. 


ON-CALL DUTIES : 

In the first year of residency each resident performs 
upto one night in three on-call duties within the 
hospital premises. , 


In the second and third years, the residents are 
expected to provide in rotation a 24 hour telephone 
advisory service to the families registered with the 
Family Medicine Service. The frequency of this 
duty may be one night in 3 or 4. 


CERTIFICATIONS STATUS 

The Family Medicine Residency is approved by 
the College of Physicians and Surgeons of Pakistan 
for the FCPS Examination and by the Royal College 
of General Practitioners, U.K, for the M.R.C.G.P. 
examination. 


SOME ACHIEVEMENTS/SUCCESSES OF 

THE PROGRAM : 

1. FCPS (Family Medicine) - Final 
Examination 
All five candidates (Two residents and 3 
faculty members) passed the first examination 
to be held in Pakistan on first attempt in 
March '97. 


WONCA MESAR Workshop, February 1998 


2. 


Accreditation of the program by the Royal 
College of General Practitioners, UK for 
M_.R.C.G.P. examination- August Le 


Four Aga Khan University (AKU) graduates 
who usually seek residencies in USA joined 
the Family Medicine residency program 
starting on 1st November 1997. 


The "Best Interns" of the Aga Khan University 
Hospital (AKUH) of the last 2 years joined 
Family Medicine Program. 


Research Proj ects/Publications/Presentations 


Publications .............ccccsseseeececeeereeeeeeneees 30 
Research Projects Completed .............. 20 
IN PYOPTOSS .....25.- 2-020 08 
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Dissertation projects 
completed and approved .......:::e1ee 05 
IN PFOZTESS ....+rccerereeeee 06 


Presentation at AKU, National 
and International iccccccsessercocccarateamtgrers: 70 


AKU students choice of the first "best teacher" 
award toamember of Family Medicine faculty 
- 1996 


Excellence in teaching award to the Family 
Medicine faculty - 1995 and 1997 


Family Medicine CME programs have 
received highest ratings by the participants 
of the monthly AKU. CME programs for the 
last 3 years. 
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GROUP DISCUSSIONS & RECOMMENDATIONS 


GROUP -A 


Subject : Various Aspects of Clinical Teaching in Family Medicine 


Group Leader : Prof. S. K. Gupta 
Prof. S. K. Gupta 

Dr. R. S. Thakur 

Dr. B. B. Pantha 

Dr. J. B. Shrestha 

Dr. B. S. Maskey 

Dr. Madhusudan Sharma 

Dr. Stephen Scott 

Prof. Wesly E Fabb 

Dr. Ainul Islam Chowdhury 


Rapporteur : Dr. Stephen Scott 


Dr. Leela De A Karunaratne 


Dr. Hafizur Rahman 

Dr. Colin Bullough 

Dr. Md. A.K.M. Abdus Salim 

Dr. Md. Emdadul Haque 

Dr. A.K.M. Nurul Islam 

Dr. Abdul Waheed Khan 

Dr. Mrs. Shahnaz Saeed Hassan 


Dr. Austair Appleby 


RECOMMENDATIONS 


What are the objectives : 
1. Need based programme 


2. Criteria for Quality Teaching 


3. Competency of Residence to ensure skills in 
pt. management 


How : 

1. Rotational Training in Different Subjects 
CME Curriculum 
Maintain Log Book under the guidance of 
preceptor 


Meeting of preceptor at least once in a year 
5. Evaluation of the Preceptor 


Govt. Assistance 


Residence must be exposed to multiple centres as 
far as possible 


Where : 


1. Field 


2. Family Practice Site 
3. Hospital 


Who: 


99 


Preceptors : 

Sr. Colleagues 

Specialist 

Sr. Family Physicians 
Teachers 
Trainee : 

Undergraduate students 

Fresh graduates 

Postgraduate students 

Intends to join General Practice 
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GROUP - B 


Subject : Imparting Skills in Family Medicine 


Group Leader : Dr. Adnan Ahmad Albar Rapporteur: Dr. Shahida Rahman 
Dr. B. B. Barua 
Dr. Shahida Rahman 


Dr. Nazim Uddin Ahammed 


Dr. Adnan Ahmad Albar 
Dr. Padam Bahadur Chand 
Dr. Shrwan Chaudhary 


Dr. Olak Bahadur Jirel Dr. Riaz Qureshi 
Dr. Bhola Ram Shrestha Dr. Noor A. Akhter 
Dr. Pasupati Chaudhary Dr. Sajjad A. Malik 
Dr. Urmila Bharati Dr. Abdul Hamid 
Dr. S. K. Mohan Dr. Manohar Joshi 


RECOMMENDATIONS 


What : Colleagues 
Skills oe as Determines - 
a) Communication Skill Trainee 
b) Leadership Skill LAeiolater 
c) Consultation Skill 
2. Hard Curriculum Planner 
Procedure - Curative, 
Preventive and How to do: 
| Rehabilitative. 1. Preceptorship 
Relevance 
Rural 2. Supervised guidelines 
Urban ‘ : A 
Skills 3. Commitment of both trainer and trainee 
Core skills 4. Rotational Training 
Good to know 


Depends on rules, ethics, facilities & mind set Where todo: 
should be clearly stated in the curriculum 
Family practice site 


Who: : 
Teaches- 2. Hospital site 
Seniors: ; 
Family Physicians 3. Community level 
Specialists 4. Institute 
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GROUP - C 
Subject : Research in Family Medicine 


Group Leader : Dr. Zorayda E. Leopando 


Dr. Zorayda E. Leopando 
Dr. Manohar Joshi 

Dr. Bharat Yadav 

Dr. R. D. P. Shah 


Dr. Bhattarai Mukti Nath 
Dr. Pratap Narayan Prasad 


Dr. S. K. Jha 

Dr. Gloria Witt 

Dr. Max Watsan 

Dr. Thomas Sen Bhanu 
Dr. M. Tariq Aziz 


Rapporteur: Dr. Max Watsan 
Dr. S. K. Bansal 

Dr. Alfred W. T. Loh 

Prof. Nurul Islam 

Dr. B. Desmond J. S. Fernando 
Dr. M. Nurul Islam 

Dr. Farugq Uddin Chowdhury 
Dr. Mrs. Salsabeel Zia 

Dr. Greg Papworth 

Dr. Saadat Ali 

Dr. Zafrullah Chowdhury 


RECOMMENDATIONS 


Make research mandatory in postgraduate training 


Why : 


Undergraduate Students are doing research so 


The postgraduate trainees should also continue 


it after training 


Create positive atmosphere towards research 


1. Encouragement for Improvement 


2. Mandatory 
3. Training Workshops 


Planning 


Critical Appraisal 


EBM (Evidence Based 
Medicine) 


4. Opportunities to disseminate 


Oral presentation (in AGM, Group Discussion, 
Workshops, Seminars & Conferences) 


Publication (in Journals, Daily news, 
Proceedings etc. ) 


a 


Demystifying research 

6. Trainers — role model in research 

7. Incentive — requirement for Examination 
To be guide for promotion & appointment 


8. Protect students as positive experiences 
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COMMENTS FROM HONOURABLE PARTICIPANTS 


Prof. N. Islam: As I understand Family Medicine 
is the integration of Family physician with Family 
Health Care. All subjects should be integrated and 
related specialist shoyld be involved in training 
programme. It is most important — research must 
be primarily oriented to Health Care Delivery 
System. Research paper should be published in 
journals of WONCA which will enrich in quality of 
the journal and due importance should be given to 
the research paper in promotion and appointment. 


Dr. Alfred W T Loh : Family Medicine is the 
distinct discipline in Medicine. Special recognition 
will require 3 basic things. 1) set curriculum 2) set 
training methods 3) set assessment of training. To 
get recognition from our specialists friends we 
need research. 


SYNTHESIS 


With a view to quality teaching and ensure the 
patient management skills of the residence, clinical 
teaching programme should be set, under the 
direct supervision or guidance of Preceptors/ 
Teachers. Preceptors/Teachers should be well 
trained, Senior Family Physicians, Specialists & 
Colleague. Family Physicians should develop skills 
in communication, leadership, consultations 
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relevant to the countries urban and rural needs. 
Sites of teachings are Family Practice site, 
Hospitals, Community level and Institutes. Family 
Physician must get involved in research activities 
and it should be a core content of Family Medicine 
curriculum. Due importance should be given to 
research papers in promotions and appointment. 
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FINAL RECOMMENDATIONS 


Family Medicine should be an 
integral part of Health Policy in 
the National Health Care System 
of all the MESAR countries. 


Postgraduate Teaching Pro- 
gramme in Family Medicine 
should be started in all MESAR 
countries specially in new 
Medical Colleges and WONCA 
should support it through WHO 
and it’s member organizations 


For Undergraduate Teaching 
Progamme in Family Medicine, 
Family Physicians must colla- 
borate with Dept. of Community 
Medicine. . 
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CME for Family Physicians must 
be an integral part of all Colleges, 
Academics and Dept. of General 
Practice/Family Medicine. 


Strong linkage / Network should 
be established for CME for Family 
Physicians in MESAR 


Accreditation of CME must be 
established in all countries of 
MESAR 


Research Project must be made 
as a Core Content of all 
Postgraduate Programmes in 
General Practice/Family Medi- 
cine. Due importance should be 
given to Research Papers in 
promotion and appointment. 


END ——\——————_._.. ~~ +&©&« © 
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Contact No 
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Address 


Contact No 
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National Prof. (Dr.) Nurul Islam 

63, Central Road, Dhaka - 1205, Bangladesh. 

Phone : 880-2-864400, Fax : 880-2-868300 

President, University of Science & Technology, Chittagong ; Chairman, Faculty 

of Medical Science; Bangladesh College of Physicians & Surgeons ; Chairman, 

Association for Advancement of Medical Sciences; Member, Bangladesh Medical 

& Dental Council; Sectional Chairman, Bangladesh National Health Policy ; 
Founder President, ADHUNIK (National Antitobacco Organization) 

Member, WHO Expert Panel on Tobacco or Health. 


Dr. Zafrullah Chowdhury 

Gonoshasthaya Kendra, P.O. Mirzanagar, Via Savar Cantt., 
Dhaka-1344, Bangladesh 

Phone : 880-2-500720, 9332245, Fax : 880-2-863567, 

Email - gk.mail@drik.bgd.toolnet.org 

Projects' Coordinator of 3 Secondary Care Hospitals ; 10 Primary 
Health Care (PHC) ; Vocational Training Centre for Rural Women ; 
Essential Drug Production Unit ; Basic Raw Materials Production 
Unit ; Gonoshasthaya Publication and Printing Press ; 20 other 
Projects ; Gono Biswabidyalaya(private University established under 
Private University Act. of Bangladesh, 1992) ; Institute of Health 
Sciences Conduct MBBS, BDS, B.PHARM, BSC (Microbiology), 
BSC (Physiotherapy) Degree Courses. 


Dr. Shahida Rahman 

Office- The College of General Practitioners of Bangladesh, 215/A 
Outer Circular Road, Bara Magh Bazar, Dhaka, Bangladesh 
Home - House No- 5, Road No- 21, Sector-7, Uttara, Dhaka - 1230 
Bangladesh. 

Phone : (O) 880-2-9338818, (H) 880-2-893265, 893099 

Fax : 880-2-9565506, 956-5483. 

Secretary, The College of General Practitioners of Bangladesh 
(BCGP). 


Dr. Ainul Islam Chowdhury 

Chowdhury Clinic, Chowdhurypara, Rampura 
Dhaka, Bangladesh 

(C) 405490, (R) 832856 


Dr. Hafizur Rahman 
209/1, Bangshal, Dhaka, Bangladesh 
Phone : (C) 9565825, (R) 410321 


Dr. Faruque Uddin Chowdhury 
215/A, Outer Circular Road, Baro Maghbazar 
Dhaka, Bangladesh 
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Dr. A. K. M. Nurul Islam 

Home : 'Shantonir', 

Rasulpur, Satkhira, Bangladesh 

Office - Farzana Clinic, Palashpole, Satkhira, Bangladesh 
Phone : (H) 88-0471-2502 

Private General Practitioners 


Dr. A.K.M. Abdus Salim 


Medicomplex (Pvt.) Ltd., Jnaotala, Comilla-3500, Bangladesh 
Phone : 081-6335, 5453, 8915, 8988 


Member, Governing Body, Bangladesh College of General 
Practitioners (BCGP), Dhaka. 

Dr. Md. Emdadul Haque 

Building No. 03, Flat No- 1402, Eastern Tower, 20, New Eskaton 
Road, Dhaka - 1000, Bangladesh. 

Member, Governing Body, Bangladesh College of General 
Practitioners (BCGP), Dhaka. 


Dr. Nazim Uddin Ahammed 

26/1, Anarkali Road, Tongi Bazar, Tongi, Gazipur, Bangladesh 
Trustee, Gono Shasthaya Kendra Trust, Bangladeseh ; President, 
Associates in community & Rural Development (ACORD) ; 
Director, Training Service & Training Centre (ACORD) ; 
President, Bangladesh Medical Association (BMA), Gazipur, 
President, Bangladesh Private Medical Practitioners Association 
(BPMPA), Gazipur District, Bangladesh. 


Dr. B. B. Barua 

Home- 207/2, Rd. No - 10A, West Dhanmondi, Dhaka 
Phone- 880-2-9114638 

Medical Director, Gono Shasthya Pharmaceutical , Dhaka 


Dr. M. Tariq Aziz 

31, Sarwar Road, Lahore Cantt., Pakistan 

Tel. - (O) 92-42-6674241, 370311, (R) 6665988, 380221 

Fax - 92-42-6662707, Email- tariq@famphy.lhr.erum.com.pk 
General Secretary, Pakistan Society of Family Physicians ; 
Honorary Lecturer in Family Medicine ; Observer examiner for 
MCPS (College of Physicians & Surgeons Pakistan) ; Incharge of 
CME Programme ; Member, Working Group WONCA, Rural 


- Health ; Member of Committee for SAARC Countries ; Secretary 


of College of Family Physicians, Pakistan 


Dr. Riaz Qureshi 

The Aga Khan University Hospital, Stadium Road, P.O. Box-3500, 
Karachi - 74800, Pakistan. 

Tel. : (O) 4930051 Ext. : 4843/4841, (R) 5832618 

Associate Professor & Chief of Family Medicine, The Aga Khan 
University, Karachi, Pakistan. 
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Dr. Noor Ahmed Akhter 
Administrator, Noor Hospital, K 


Pakistan. 
Tel.: 92-4944-2909/382689, Fax : 042-6662707 (C/o Dr. Tariq) 


Email - tariq@fampy.lhr.erum.com.pk me 
Chapter President, Pakistan Society of Family Physicians. 


ot Radha Kishan, Dist.- Kasur, 


Dr. Abdul Hamid . 
Karbala Road, Liaquat Chowk, Sahiwal, Pakistan 
Kach Noor Shah Road, Gulistan Colony, Sahiwal, Pakistan 


0092-441 75671, 66537 
Private Consultant Psychiatrist and also involved in the treatment 


and rehabilitation of drug abusers 


Dr. Saadat Ali 

Kuthery Road, Narowal, Pakistan 

Tel.: 04343-2076, 04343-2709 

Chapter President, Pakistan Society of Family Physicians. 


Dr. Mrs. Shahnaz Saeed Hassan 


Naz Hospital, 6/A Link Shadman Road, Shadman Lahore, Pakistan 


Tel. : (H) 042-7588711-7587912 


Hospital owner (Private), General Practitioner in Gynaecology & Family Medicine 


Dr. Salsabeel Zia 

Home- 73-A Munir Road, Lahore Cantt. 

Office- Naz Hospital, 6-A Shadman Link Road, Lahore, Pakistan 
Tel.: (R) 6662687, (O) 042-7588711 

Private Practitioners (Gynaecology) 


Dr. Abdul Waheed Khan 

98 C.M.A Colony, Abid Majid Road, Lahore 

Cantt. (near Sher Pao Bridge), Pakistan 

Tel. : 0092-42-6668043, 6662618, 374583, Fax : 0092-42-6662618 
Medical Officer 


Dr. Sajjad Ahmad Malik 

433-Umen Block, Allama Iqbal Town, Lahore. Pakistan 
042-5417190 

Life Member, Pakistan Society of Family Physician, Pakistan 


Hony. Prof. Dr. Suresh K. Bansal 

“Cure & Care" Dr. Suresh Bansal Poly Clinic & Diabetic Care 
Centre, Main Road, ROURKELA 769001, Orissa, India 

Tel.: (R) 0661-522999, 522111 (Clinic) 


President, The Assocn. of Family Medicine Specialists of India (AFT) 


Dr. Thomas Sen Bhanu 

Christian Academy of Medical Science., C.M.E. Campus, Vellore, 
Madras, India 

Tel. : 22603 Ext. 4203 


Professor of ENT, Christian Medical College Velore, Madras, India 
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Dr. S. Krishna Mohan 

Dr. S. Krishna Mohan, Sirivella Nursing Home, Hanuman Pet 
Vijayawada - 520003, India . 
Family Physician 


Dr. Bhattarai Mukti Nath 

Amda Hospital, Jhapa, Nepal 

Tel. : 977-23-80097, 80046, Fax : 977-23-80186 
Email - amdahosp@npl.healhnet.org. 

Senior Medical Officer, Amda Hospital, 
Jhapa, Nepal . 


Dr. Padam Bahadur Chand 

P.O. Box - 3158, Nepal 
Tel. : 533521 Ext. 292, Fax: 533522 
CMP 


Dr. Max Watson 

C/o U.M.N., P.O.Box-126, Kathmandu, Nepal 

Tel. : 977-75-20111 (Res) 20581 
Email-watson@umn.mos.com.np 

Co-ordinator, District Doctors Training & Support Programme 


Dr. Austair Appleby 
C/o UMN, P.O. Box-126 
Kathmandu, Nepal 


MDGP Co-ordinator, Patar Hospital, Nepal 


Dr. Madhusudan Sharma 

Nepal Medical College (NMC) 

Po. Box 13344 

Jarpati, Kathmandu, Nepal 

Tel. : 471875, 486088, 486009, 487052,487051© 370520 ® 

Fax: 977-1473118, ® 977-370520 

Lecturer, Nepal Medical College Dept. of General Practice & Emergency 
Faculty; part time Consultant Physician at British 

Gurkha Headquarter Training Camp at Man Bhava J awalalelac 
Kathmandu, Nepal 


Dr. Stephen Scott 

Health Services Partnership Director, INF 
P.O. Box- 5, Pokhara, Nepal 

Tel. : 061-20111, 061-22150 Fax: 061-20430 
E-mail : hsp@inf.wlink.com.np 

Health Services Partnership Director 


Dr. Basant Bahadur Pantha 

C/o Dr. B. B. Pantha, P.O. Box-922 Kathmandu, Nepal 
Tel. : (B) 471002, 481222 (O) 221119 

Emergency Chief, Emergency Dept. Bir Hospital 
Kathmandu, Nepal 
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Dr. Shrestha Bhola Ram Shrestha 
Surkhet, District Hospital, N epal = 
Tel. : (H) 083-20266, 20216,20200, 083-20248 (Clinic) 


Medical Officer, Surkhet Hospital 


Dr. Olak Bahadur Jirel 
C/o United Mission Hospital, Tansen, Palpa, Nepal 


Tel. : | 
Junior Consultant G.P. Surgeon, United Mission Hospital 


Dr Jaya Bahadur Shrestha 
Kha 1-1010 Baneshwor 
Kathmandu, Nepal 

Tel. : 471276 

District Health Officer 


Dr. Urmila Bharati 

Bir Hospital, Kathmandu, Nepal 

Tel. : 221119, 221988 : 

Medical Officer/Class III Officer, MOH, HMG of Nepal 


Dr. Pratap Narayan Prasad 

Po. Box — 5919, Kathmandu, Nepal 

Tel. : 00977-1-473527-481903 (R) 

Fax: 00977-1-472934 

Assistant Professor, Dept. of General Practice & Emergency, 
Tribhuvan University Hospital, Institute of Medicine, 
Kathmandu, Nepal. 


Dr. Gloria Witt 

C/o INF, P.O. Box-1230 
Kathmandu, N epal 

Email- dwitt@inf.wlink.com.np 


International N epal Fellowship Medical Officer, General Practitioners 


Preceptor 


Dr. Ram Shanker Thakur 
Gour District Hospital, 


_ At KTM, Barhampuri, Ashram Marg 


Kathmandu, Municipality, W.N. — 14, Nepal 
Tel. : (O) 055-20142, 20143 


Family Physician Acting as Medical Superinténdent of Gour Hos. 


Dr. Badri Shakti Maskey 

Chakupat, near Mitra School, Patan Dhoka, Lalitpur, Nepal 
Tel. : (O) 520929, ® 524680 

General Practice & Family Medicine indepently in Patan & 
BAu DHA Area 
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Dr. Mohan Raj Pradhan 
mpradhan@npl.healthnet.org 

Tel. : (H) 533521 ext. 292, Fax: 533522 
Program Officer 


Dr. Shailesh Kumar Jha 

(Home) C/o Dr. Pitamber Jha, Chandra-Niwas, Hospital Road, Rajbiraj — 3 
Saptari, Nepal (Present) : Dailekh Hospital, 
Dailekh, Bheri, Nepal 

Tel. : 01-241382 

Medical Superintendent 


Dr. Manohar Joshi 

P.O. Box — 36 

Butwal, Rupandehi Distt. Nepal 

Tel. : (R) 071-41253, (O) 071-40200, 41200 
MD (Family Medicine) 


Dr. Alfred W. T. Loh 

Home : BLK 1-F Pine Grove # 13-31 

Singapore — 595001 

Office: Raffles Medical Group 

182 Clemenceau Avenue, Singapore 

Tel. : 239923 

Hony. Treasurer — World Organization of Family Doctors (WONCA) 
President — College of Family Physicians, Singapore 


Professor Leela DE. A Karunaratne 

108/7 Uyana Lane 3, Moratuwa, Srilanka 

Home : 108/7, Uyana Lane 3 

Moratuwa, Sri Lanka 

Office : Dept. of Community Medicine and Family Medicine 

Faculty of Medical Sciences, University of Sri Jayewardenapura, Gangodawila, 
Nugegoda, Srilanka 

Professor of Family Medicine 


Professor Zorayda E. Leopando 

PAFP Secretariat 

2336 Marconi St. Makati city 1234 Philippines 

Tel. : 632-8442135, 5232358 

E-mail- dada@cnl.net 

WONCA Regional Vice President for Asia Pacific, 

Associate Professor and Chairman 

Department of Family and Community Medicine, College of 
Medicine, University of the Philippines, Manila 


Dr. B. Desmond J S Fernando 

5, 2nd Lane, Ratmalana, Sri Lanka 

Tel. : 94-1-632272, Fax: 94-1-34546,E-mail : fernandos@eureka.lk 
Fellow of the College of GP’s of Sri Lanka, Member, American Academy of Family 
Physician Lecturer & Examiner in Family Medicine, PGIM, University of 
Colombo President, South Asian Regional Congress of Family Physicians 
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Dr. Bengt M. W. Linder Re 

Dept. of Family & Community Medicine. : 
College of Medicine, Sultan Qaboos University 
Muscat, Oman, 

P.O. Box — 35, 123 

Tel. & Fax : 968513706 (Res) 968513419 
Email- ublinda@gto.net.om 

Professor 


Dr. Adnan Ahmad Albar 

P.O. Box — 2114 

Dammam — 31451, Saudi Arabia 

Tel. : 9663-8948283 (R), 8663-8948964 (O) 

Fax- 9663-8992259 (R), 8645972 (O) 

Associate Prof. of Family & Community Medicine, the 

College of Medicine and Medical Sciences King Faisal 

University, Saudi Arabia. Vice President, Saudi Society of Family 
& Community Medicine 


Dr. Greg Papworth 

Advisor - Ministry of Health 
United Arab Emirates 

Fax : 971 2394607 

E-mail : papworth@emirates.net.ae 
Advisor to Ministry of Health, UAE 


Dr. S.K. Gupta 

P.O. Box— 1535 

Kathmandu, Nepal 

Tel : 977-1-418938 (Home) 

Fax : 977-1-229056, 422553 

E-mail : sgupta@npl.healthnet.org 

Professor & Head of the Dept. of Emergency & General Practice 
Institute of Medicine, Tribhuvan University, Nepal 


Dr. M. Nurul Islam 

3 DIT Market (1st floor) Narayanganj-1400, Bangladesh 

Phone : 88-02-9712912, 9716302 

Fax : 88-02-9712912, 9565506 

E-mail : huc@bdonline.com 

President, The College of General Practitioners of Bangladesh 
Regional Vice-President, Middle East & South Asia Region, WONCA 


Prof. W.E. Fabb 

Chief Executive Officer, WONCA, 

Locked Bag 11, Colling Street East Post office 
Melbourne, Victoria-8003, Australia 

Tel: 613 965 002 35, Fax: 613 965 002 36 
E-mail : wonca @on australia com. au 
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around the world 


ts Promote Fellowship of Family Doctors 
tS Strengthen General/Family Practice 


tS Improve Primary Health Care 
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Prof. W.E. Fabb 
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; = 3 YEARS Australia 
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WONCA Middle East & South Asia Region News Letter (No cost) 


<> Please send your personnel, organization news, views, critics, etc to WONCA MESAR Office 


3, DIT Market (1st floor), Narayanganj, Bangladesh, Tel. : 88-02-9712912,9716302 
Fax: 88-02-9712912, 956 5506, E-mail: huc@bdonline.com 


